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S EARLY as the end of the last century there 
were indications in the literature that adrenal 
cortical hormones were effective when given orally. 
Notable among these was a report by Osler in 1896 
of a patient with Addison’s disease who appeared 
to respond clinically to a glycerol extract of hog 
adrenal glands.' In 1931 Britton and Silvette’:* 
demonstrated conclusively that an orally adminis- 
tered adrenal extract could provide adequate sub- 
stitution therapy in adrenalectomized cats. It was 
logical, then, that cortisone, once available in quan- 
tity, should be tried by a route that offers so many 
clinical advantages. 

The clinical effectiveness of cortisone by oral 
administration was first reported by Freyberg and 
his collaborators, who used it in the treatment of 
rheumatic diseases.‘ Since then a number of papers 
have appeared describing the therapeutic use of 
the drug by this route.** As yet, however, there 
have appeared no quantitative comparisons of the 
metabolic effects of the drug by the oral and 
parenteral routes. 

Unlike desoxycorticosterone, which loses approxi- 
mately four fifths of its parenteral potency when 
given by mouth,!® cortisone appears to be equally 
effective by either route. Actually, the rapidity of 
action, as judged by clinical evidence, is markedly 
increased by oral administration, suggesting that 
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in most patients the rate of absorption by the in- 
testine is much greater than that from an intra- 
muscular depot. Similarly, since a persistent source 
of the hormone is not established by oral adminis- 
tration, the duration of action is much shorter. 
Although effects of the drug may persist for as long 
as a week after a course of intramuscular injections," 
those of the orally administered material do not 
continue for more than twenty-four hours after the 
last dose. 


METHoDs 


Normal subjects, patients with Addison’s disease 
and patients with a variety of other diseases were 
studied. Cortisone acetate was administered intra- 
muscularly as a crystalline suspension in saline 
solution and orally either in the form of 25-mg. 
tablets or as the crystalline suspension diluted with 
fruit juice. Some studies were made after the intra- 
venous injection, over a three-minute period, of 25 
to 50 mg. of the crystalline suspension. The hor- 
mone was given one half to one hour before meals. 

The 17-ketosteroids were determined by a modi- 
fication of the method of Callow, Callow and 
Emmens"®:"*; 11-oxysteroids were measured by a 
modification of the Daughaday method." Blood 
chemical determinations and eosinophil counts 
were made by previously described methods.'* 
Respiratory quotients were measured by means of 
a Tissot spirometer and the Haldane apparatus. 


A Comparison or THE Errects oF CorTISONE 
ADMINISTERED By Various RovuTEs 


Eosinophil Effects 


The relative potency and duration of action of 
cortisone administered by different routes was com- 
pared by observing the fall in circulating eosino- 
phils. Cortisone acetate was given in single doses 
of 25, 50 and 100 mg., either by mouth or by intra- 
muscular or intravenous injection. 

It was observed that the time-response relations 
were similar for identical doses of cortisone given 
orally and intravenously (Fig. 1). Well marked dif- 
ferences were apparent, on the other hand, be- 
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tween the actions of cortisone given intramuscularly 
and by mouth. This is best seen in Figure 2, which 
presents the average results obtained in ten pa- 
tients with Addison’s disease in whom significant 
variations in endogenous hormone production would 
not be expected to complicate the experiments. It is 
apparent that orally given cortisone has a pro- 
nounced eosinopenic effect that occurs relatively 
soon after administration of the drug. This effect 
was maximal at four hours, when the average eosino- 
phil fall was 50 per cent after the 50-mg. dose and 
70 per cent after the 100-mg. dose. The eosinophil 
levels returned to normal within eight to twelve 
hours after the 50-mg. dose and within twelve to 
twenty-four hours after the 100-mg. dose. The 
eosinopenic action of intramuscularly given cor- 
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Ficure 1. Eosinophil Response to Administration of 50 Mg. 
of Cortisone Acetate. 


tisone, on the other hand, was evident only with the 
100-mg. dose and was delayed so that the maximum 
effect appeared only after twenty-four hours (Fig. 2). 

A larger number of four-hour eosinophil responses 
are represented in Figure 3, including patients with 
and without Addison’s disease, after oral adminis- 
tration of cortisone. The wide scatter of changes 
noted after oral administration may reflect varia- 
tions in the rate of absorption. Nevertheless, gastro- 
intestinal absorption seems to be considerably more 
rapid than that of intramuscular injection. With 
the exception of the 25-mg. oral dose, there was a 
close correlation between the mean eosinophil fall 
produced by orally given and by intravenously 
given cortisone. 
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In patients in whom ACTH induces no fall in 
circulating eosinophils, the four-hour eosinophil 
response to a single 50-mg. orally given dose of corti- 
sone (normally 50 per cent or more) has proved” 
of value in differentiating eosinophils insensitive 
to adrenal steroids and a failure of ACTH to acti- 
vate the adrenal cortex.'® 

In a limited number of patients the eosinophil 
levels were followed during continued oral adminis- 
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Ficure 2. Eosinophil Response to Oral or Intramuscular 

Administration o a ortisone Acetate in 10 Patients with Addi- 

son’s Disease (Reproduced from Thorn et al.,® with the Per- 
mission of the Publisher). 


tration of 100 mg. of cortisone daily. It was noted 
that either of two programs of oral administration 
(25 mg. every six hours or 50 mg. every twelve 
hours) could maintain a marked depression of the 
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Ficure 3. Four-Hour Eosinophil Response to Cortisone 
Acetate. 


eosinophil levels over each twenty-four-hour period. 
The same dose given intramuscularly induces only 
an inconstant depression of the eosinophils — 
especially during the first five or six days of treat- 
ment, before the cumulative actions of the intra- 
muscular depots become apparent. 
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It seems that the eosinophil response to orally 
given cortisone is approximately equal to that to 
intravenously given cortisone. In spite of its prompt 
effect, cortisone given by either of these routes lacks 
the sustained action resulting from intramuscular 
administration. Therapeutically, therefore, it is 
necessary to give it orally at six-hour intervals in 
order to obtain maximum therapeutic effectiveness. 


Comparison of Eosinopenic Activity of Orally Given 
Cortisone and Compound F 

Compounds E and F were administered orally in 
a dose of 25 mg. for three consecutive days, varying 
the order of administration in random fashion, to 5 
patients with Addison’s disease. The hormones 
were given while the patient was in a fasting state, 
before breakfast. At the same time, blood was with- 
drawn for an initial eosinophil count; samples were 
taken at four-, eight- and twelve-hour intervals 

fter. 


CorTisonE ACETATE 


A fall in the level of circulating eosinophils, vary- 
ing between 7 and 47 per cent, with an average of 
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Ficure 4. Eosinopenic Res ¢ to Oral Administration o 
St Steroids. 


27 per cent, occurred in four hours. In eight hours 
the mean fall was 33 per cent (range +50 to —70 
per cent). At twelve hours the level was practically 
unchanged, —32 per cent (range +5 to —76 per 
cent). After twenty-four hours, the original eosino- 
phil levels were re-established (Fig. 4). 


Compounp F 


A mean fall of 67 per cent was found in four hours, 
values ranging from —50 to —79 per cent. In eight 
hours the average response was — 54 per cent (range 
+3 to —75 per cent) and the levels persisted for 
twelve hours. This compound showed a prolonged 
action, as judged by eosinophil levels 20 per cent 
(range +3 to —34 per cent) below the control value 
twenty-four hours after administration (Fig. 4). 
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Compounp F, Free 


The eosinophil fall ranged between 67 and 92 per 
cent and averaged 78 per cent after four hours. 
At the eighth hour, the compound maintained 
eosinophils at —75 per cent (range —63 to —87 
per cent). Nevertheless, after twelve hours the 
levels were somewhat higher than those observed 
with the acetate (— 37 per cent; range —10 to —52 
per cent). In practically all the cases, eosinopenic 
activity had vanished after 24 hours (Fig. 4). 

On the basis of eosinopenic activity, orally ad- 
ministered Compound F and its acetate are definitely 
more active than cortisone acetate, the free F 
having the greatest potency but also the shortest 
action. Should free Compound F be used in therapy 
by the oral route, frequent administration will 
be even more important than with cortisone or 
Compound F acetate. 


Electrolyte Effects 


Previous studies'? have shown that a 100-mg. dose 
of cortisone acetate administered intramuscularly 
to patients with Addison’s disease causes sodium 
and chloride retention and increased potassium 
excretion. The salt-retaining capacity of cortisone 
given intramuscularly was approximately equivalent 
to that of 2 to 4 mg. of desoxycort Two 
patients with classical Addison’s disease maintained 
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Ficure 5. ag & of Orally Administered Cortisone Acetate on 
Renal Excretion of Electrolytes. 


on constant diet, without supplementary desoxy- 
cort one-acetate therapy, revealed urinary 
sodium retention when cortisone was given by 
mouth. 

In a thirty-two-year-old man (J. P., P.B.B.H. 
P910) the oral administration of cortisone, 50 mg. 
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every six hours (200 mg. daily), produced during 
the first twenty-four hours a prompt and marked 
decrease in the urinary excretion of sodium and 
chloride and a less marked but definite decrease in 
potassium excretion (Fig. 5). A twenty-seven-year- 
old man (E. M., P.B.B.H. 7B644) was given 25 mg. 
of cortisone acetate orally every six hours (100 mg. 
daily). When urinary sodium, chloride and potas- 
sium excretion became constant, an equivalent intra- 
muscular dose of cortisone acetate, 50 mg. every 
twelve hours, was substituted (Fig. 6). The effects 
of the orally given cortisone disappeared imme- 
diately, as shown by a rise in urinary sodium and 
chloride and a fall in potassium excretion, whereas 
the first effect of the intramuscularly given cortisone 
appeared on the second day. The initial rise in 
potassium excretion was followed by a reduction 
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Ficure 6. Comparison of Effects of Orally and Intra ularl 
Administered Excretion "of Electro. 
ytes. 


in urinary sodium and chloride excretion that re- 
quired ninety-six hours to reach a maximum. The 
delayed cumulative electrolyte effects of intra- 
muscularly given cortisone and their persistence 
for four days after the last injection, presumably 
due to delayed absorption, are in marked contrast 
to the rapid but short-lived action of the oral prepa- 
ration. This prompt sodium and chloride reten- 
tion reached a maximum during the second twenty- 
four hours and continued for only twenty-four hours 
after the last 200-mg. dose of orally administered 
cortisone. 

Thus, orally administered cortisone in dosage of 
25 mg. every six hours (100 mg. daily) is effective 
in enhancing sodium-chloride retention and occa- 
sionally potassium excretion. These effects are 
more marked at higher dosages (200 mg. daily). A 
comparison of equal doses of orally and intra- 
muscularly given cortisone (100 mg. daily) shows 
that orally given cortisone has a more rapid action 
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and a less prolonged effect. Clinically, it is impor- 
tant to remember that electrolyte and water reten- 
tion demand the same precautions during cortisone . 
therapy by either the oral or the intramuscular route. 


Endocrine Effects 


Orally administered cortisone shares with the 
parenterally administered drug the ability to induce 
a depression of thyroid activity.'"* Furthermore, 
in patients with Addison’s disease, cortisone will 
reverse the Robinson—Kepler—Power water test.° 
This latter effect probably represents either de- 
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Ficure 7. Ei CTH to Intravenous 
Injection of 20 Mg. of A Before and After Oral Adminis- 
iretion Cortitons Acetate. 


creased production of posterior-pituitary anti- 
diuretic hormone or facilitation of its destruction. 

Suppression of endogenous adrenocortical ac- 
tivity, known to accompany intramuscular cor- 
tisone administration,":'® has also been observed 
during oral cortisone therapy, as shown in Figure 7. 
As the orally given dose of cortisone was gradually 
increased from 25 to 125 mg. every six hours in a 
fifty-four-year-old diabetic woman (L. T., P. B. B. H. 
7B991) with acute exfoliative psoriasis, the eosino- 
phil levels gradually fell from 346 to 8 per cu. mm. 
The 17-ketosteroid excretion first showed an initial 
small decrease (7.7 mg. per twenty-four hours to 6.8 
mg. per twenty-four hours) as the result of endoge- 
nous adrenal-cortical suppression but soon rose to © 
17.1 mg. per twenty-four hours as adrenal sup- 
pression was overshadowed by the excretion of 
metabolic end-products of the exogenous hormone. 
To demonstrate a loss of adrenal responsiveness after 
the end of the therapeutic course, the eosinophil 
falls induced by daily infusions of 20 mg. of ACTH 
in saline solution over eight-hour periods were 
measured. It is evident from the figure that not 
until the fourth day was an eosinophil response ob- 
tained that was comparable to that before cortisone 
therapy. 

It is of practical importance to realize that pa- 
tients receiving the drug by mouth are not protected 
from a period of adrenal insufficiency after with- 
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drawal, as are patients who have accumulated 
intramuscular deposits after a course of injections. 
It is, therefore, important to reduce the oral dosage 
gradually. 

Suppression of endogenous adrenal-cortical ac- 
tivity is helpful in patients suffering from adrenal 
androgenic hyperplasia. Small orally given doses 
of cortisone (25 to 50 mg. per day) may reduce daily 
17-ketosteroid excretion to very !ow levels, as in the 
following example. 

Case 1. P. O. (P.B.B.H. F791), a 38-year-old single woman, 
had suffered from hirsutism, oligomenorrhea and obesity 
since early adolescence. At the age of 24, bilateral adrenal 
exploration and biopsy revealed no gross abnormality, and 

vic exploration similarly showed no evidence of tumor. 
The basal 17-ketosteroid excretion was 15 mg. in 24 hours. 
In the hope of suppressing qualitatively abnormal adrenal 
androgen secretion, cortisone acetate was administered in- 
tramuscularly in doses of 25 mg. per day for a month. At 

end of this period the daily 17-ketosteroid excretion 
had fallen to 10 mg. Cortisone was then given orally in doses 
of 12.5 mg. per day for two months, at the end of which 
iod the urinary 17-ketosteroids were 3.0 mg. per day. 
ring cortisone therapy there was some return of the 
menses toward a normal pattern, as well as an increased sense 
of a As yet, no improvement in hirsutism has been 


is represe i ect of adrenal-cortical su 

as Wilkine™ in children.) 
Other Metabolic Effects 

The effects of cortisone, parenterally adminis- 
tered, on carbohydrate, fat and protein metabolism 
have been amply demonstrated in both animals and 
man.”!} The deposition of liver glycogen is in- 
creased, owing to an enhanced gluconeogenesis and 
a peripheral inhibition of insulin action. The former 
is suggested by an augmented nitrogen loss and an 
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Ficure 8. Effect of Orally Administered Cortisone Acetate on 
Energy Metabolism. 


elevation of the blood ketone bodies, the latter by 
higher blood-sugar levels. Some of these changes 
may be effectively demonstrated in a diabetic pa- 
tient after oral administration of cortisone (Fig. 8). 


Case 2. A.R. (P. B. B. H. 8C196), a 38-year-old man 
an early and essentially aglycosuric diabetic, was maintai 
on a weighed constant di 


iet without insulin. Blood-sugar 
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values, urinary nitrogen and respiratory quotients were 
measured serially, before and after a standard high-carbo- 
hydrate test meal (carbohydrate 150 gm., protein 15 gm., 
fat 17 gm.) Comparison was made between control values 
and those following oral administration of 200 mg. of corti- 
sone two hours and one hour prior to ingestion of the test 
meal. After the administration of cortisone the postprandial 
blood-sugar curve was definitely elevated and the respiratory- 
quotient curve was depressed. Within the period studied, 
both effects were most prominent four hours after carbo- 
a feeding and six hours after cortisone administration. 
e caloric partition gra hs illustrate well the composite 
cortisone effects: carbohydrate utilization is suppressed; and 
fat consumption is markedly enhanced. It is therefore evi- 
dent that cortisone, administered orally, produces effectively 
and rapidly those changes in metabolism shown to be charac- 
teristic results of parenteral administration of cortisone. 


Curnica. StupiEs Oratty Given Cortisone 
Primary and Secondary Adrenal-Cortical Insufficiency 


With the use of cortisone it is now possible for 
patients with adrenal insufficiency to have more 
complete adrenal-cortical replacement than was 
hitherto possible with desoxycorticosterone alone. 
In conjunction with conventional desoxycorti- 


Taste 1. Effect of Orally Administered Cortisone on Gout 


(Patient C. S.). 
Date TReaTMENT Serum Unine 
Symptoms 
URIC ACID URIC ACID 
mg. {100 mi. mg. hr 
11/28 0 8.7 220 ++++ 
11/30 0 290 ++++ 
12/1 Coseicone 25 mg. every 388 +++ 
Aspirin 0.6 gm. 
12/2 Cortisone 2§ mg. every 302 0 
r. 
12/3 Cortisone 25 mg. every 9.3 343 0 


12 hr. 


costerone-acetate therapy (1.0 to 3.0 mg. per day, 
given parenterally), cortisone in small doses (12.5 or 
6.3 mg. twice daily, by mouth) provides complete 
substitution. Although desoxycorticosterone satis- 
factorily maintains blood pressure and electrolyte 
balance and sustains the life of the patient with 
Addison’s disease, cortisone produces a significant 
increase in well-being not heretofore obtained. There 
is a definite improvement in mental acuity, asso- 
ciated with a return toward normal of the charac- 
teristically slowed electroencephalogram. Appetite 
and weight, muscle strength and endurance are in- 
creased. The hitherto intractable anemia is cor- 
rected and the increased susceptibility to moderate 
reductions in blood sugar is abolished. The use of 
cortisone by oral and intramuscular administra- 
tion and by pellet implantation in Addison’s disease 
has been reviewed by the authors.°® 


The Effect of Cortisone in Other Clinical Conditions 


In a previous report* it was pointed out that cer- 
tain diseases may be grouped on the basis of their 
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response to intramuscular administration of corti- 
sone. While comparable experience with orally 
given cortisone has not yet accumulated, there is at 
present no reason to believe that diseases that are 
known to respond to intramuscularly given corti- 
sone will not respond to the orally given material 
as well. With the possible exception of bronchial 
asthma’ and other acute diseases benefiting from 
peak levels of the hormone, the clinical results with 
orally given cortisone have thus far been no different 
from those obtained with the intramuscular ad- 
ministration of the material. 

An example of the marked and rapid clinical 
effects of orally given cortisone in an acute attack of 
gout is shown in Table 1. This patient with chronic 
glomerulonephritis and gouty arthritis obtained re- 
lief of symptoms after forty-eight hours’ oral ad- 
ministration of cortisone (25 mg. every eight hours). 
Of particular interest was the observation that the 
clinical response was not associated with a marked 
uricosuric effect because of the advanced degree of 
renal insufficiency. The serum uric acid actually 
increased during therapy. The anti-inflammatory 
action was thus a major factor in that case. 


Case 3. S. R. (P. B. B. H. 7B577), a 30-year-old woman, 
exhibited the al lesions of chronic iasis. Despite 
some seasonal variation, the disease had been progressive 
for the past three years, and local treatment was no longer 
effective. Examination disc moderate malnutrition and 
characteristic discoid lesions on the neck, trunk and all ex- 
tremities. The patient was given 50 mg. of cortisone orally 
every 6 hours and 2.7 gm. of potassium chloride per day, 
and was discharged on this regimen. After 30 days of home 
treatment the patient was readmitted for evaluation. With 
the exception of mild residual erythema over the pretibial 
areas, the psoriasis was completely healed. A 15-lb. weight 
gain was largely attributable to increased appetite. There 
was moderate fullness of the face but no peripheral edema. 
During the ensuing 2 months the dosage of orally given 
cortisone was gradually lowered to 50 mg. a day. pa- 
tient has remained free of psoriasis for an additional 2 months 
on this treatment. It should be emphasized that discon- 
tinuation of cortisone results in prompt relapse in such cases 
and that such therapy is inadvisable unless the patient can 
be maintained on minimum 


The following case illustrates the successful use 
of orally given cortisone in the maintenance therapy 
of two chronic disorders, present in the same patient. 


Case 4. V.S. (P. B. B. H. 9A655), a 33-year-old woman 
was admitted for the treatment of an acute exacerbation of 
ronic rheumatoid arthritis. A diagnosis of Still’s disease 
had been made in early childhood. Recurrent episodes 
acute arthritis, with moderate residual joint changes, had 
resulted in restricted physical activity t life. 
Examination disclosed typical rheumatoid deformities of the 
hands and tenderness, swelling and limitation of motion of 
the shoulders, elbows, wrists and hips. A chest x-ray film 
revealed enlarged hilar shadows and diffuse linear and nodu- 
lar infiltration of both lungs. Tuberculin tests with first- 
strength and second-strength Purified Protein Derivative 
and 1.0 mg. of Old Tuberculin were negative. The pulmonary 
lesions were consid to be compatible with a diagnosis of 
Boeck’s sarcoid. 
The patient received 50 mg. of cortisone orally every 6 
hours for 6 days, with marked improvement in all involved 
ints. She has been maintained on an out-patient status on 
5 mg. of cortisone (three times nog. « by mouth) with satis- 
factory control of the arthritis for the past 6 months. Dur- 
ing this time chest x-ray films have revealed progressive 
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clearing; films are now essentially normal. Aside from moder- 
ate rounding of the face, no signs of overdosage have been 


Discussion 


Orally administered cortisone has been shown to 
produce the complete spectrum of metabolic actions 
of intramuscularly given cortisone, and its thera- 
peutic effectiveness has been demonstrated. The re- 
sults of this study indicate that orally given cortisone 
bears much the same relation to intramuscularly 
given cortisone as does regular insulin to protamine- 
zinc insulin. On the one hand, rapid absorption of 
the orally taken material is preferable for conditions 
in which the rapid attainment of high hormone 
levels is desired for brief periods of time; on the 
other hand, the absence of a prolonged effect lessens 
the danger of continued action if signs of overdosage 
should make their appearance. It may prove to be 
important to distinguish between the fluctuating 
blood levels after oral administration of cortisone 
and the more or less steady intermediate level that 
follows the same daily dosage given intramuscularly. 
In individual diseases, further experience may show 
one or the other mode of administration to be 
preferable and to be more effective in relieving 
symptoms or producing prolonged remissions. 

There is little doubt that the effectiveness of 
orally administered cortisone enhances the po- 
tential dangers of its indiscriminate use. The only 
important reaction that we have so far encountered 
has been a mild psychosis in a patient who had re- 
ceived 300 mg. daily for nine days; all symptoms 
promptly disappeared when the drug was discon- 
tinued. A minor complication is the occasional 
occurrence of flatulence; insomnia appears particu- 
larly when doses are given in the evening. As with 
intramuscularly given cortisone, significant altera- 
tions in water and electrolyte balance can almost 
always be prevented by routine restriction of 
sodium-chloride intake and prophylactic administra- 
tion of potassium chloride (2 to 5 gm. three times 
daily, by mouth). 


SUMMARY 


Comparative studies of the physiologic and clinical 
effects of orally and intramuscularly administered 
cortisone have been carried out. The eosinophil 
response following oral administration of cortisone 
is more rapid and more marked than that following 
intramuscular injection and closely approximates 
the effect of intravenous administration. Conse- 
quently, the degree of eosinophil response serves 
as a more sensitive indicator of effective dosage with 
orally given cortisone than has been generally ob- 
served with intramuscularly administered cortisone. 
The eosinopenic effect of orally given cortisone ace- 
tate is inferior to that of Compound F, both as the 
acetate and in free form. The electrolyte and meta- 
bolic effects of orally given cortisone follow the 
same pattern as with intramuscular administration. 
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CANCER OF THE LUNG 


In most cases the clinical effectiveness of the oral 
ingestion of cortisone at six-hour intervals appears 
to be equal to that of intramuscular injection once 
a day. The total daily dosage required for the con- 
trol of a variety of diseases appears to be of the same 
order of magnitude. Its rapidity of action makes oral 
administration the method of choice in acute diseases 
requiring immediate high levels of circulating 
adrenal hormone. 

The authors are indebted to Drs. James Carlisle and 
Augustus Gibson, of Merck and Company, for the sup ly 
of cortisone and Compound F acetate used in t stu 


and to Dr. H. Hailman, of Upjohn Company, for capplies 
of free Compound F. 
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EARLY DIAGNOSIS AND TREATMENT OF CANCER OF THE LUNG* 
Ricuarp H. Overnott, M.D.,t anp Francis M. Woops, M.D.} 
BROOKLINE, MASSACHUSETTS 


| Pedros physician who is in active practice 
shoulders, part of the cancer burden. People 
look to us for advice and help, individually and col- 
lectively, if they fall prey to such a terrible disease. 
Until the time comes when the causes are known 
and preventive programs or specific cures are de- 

» Progress in treatment must depend on 
earlier detection and the prompt and skilful use of 
known weapons, principally excision. 

Cancer in any location presents a challenge. The 
ingenuity of both the physician who discovers it 
and the surgeon who removes it is taxed to the limit, 
especially if the original site is in one of the internal 
organs. A unique situation has developed, however, 
in regard to primary lung cancer. It is the most de- 
tectable of any internal tumor; it is accessible for 
excision; and it is frequent enough to invite general 
familiarity and awareness. 


Sitent CANCER 


Abundant evidence is available to show that 
emcend lung cancer exists in a silent or asympto- 


Presented at the al meeti , 
toy pace ng of the Massachusetts Medical Society 


*From the Department of Surgery, Tufts College Medical School. 
al prof. of Tuft 1 School; ~ 

TAssistant Tufts Medical School; 
New Englia Deaconess Hospital and New and Medical Center 


matic stage for months and occasionally for years 
before it becomes clinically evident. In this phase 
it is visible on chest x-ray films as a shadow, usually 
small and usually rounded if peripherally located. 
More centrally-placed tumors soon occlude a bron- 


Tasie 1. Results of X- Survey of 7892 Patients Examined 
Between 1938 1951.% 


Number of patients with lung-field abnormalities discovered in 
sur 


wie without surgical exploration ................ 
39 
meer metastatic tolung .............. 
Lipoid pneumonia 2 
Epidermal cyst “of 1 
Encysted empyema. .......... 1 
: nS ow ot 6 per cent the thoracic abnormality had been discovered by screen- 
ng 


chus and produce varying densities of segmental 
atelectasis. In our own experience, for example, we 
have explored 67 patients with tumors revealed in 
surveys; 60 per cent of these were malignant. John- 
son, Clagett and Good! found at operation that 74 


— 
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per cent of a series of 53 silent lesions were malig- 
nant. Watson? reported a 40 per cent incidence of 
cancer in 104 cases of silent-tumor suspects who were 
explored. Out of 536,012 chest x-ray films taken in 
the recent mass survey in Boston, 398 suspected 
cases were reported; seventy-six were ultimately 
diagnosed as primary lung cancer.’ That this con- 
dition may exist for long periods of time in a silent, 
asymptomatic phase is attested by the case of a 
patient with a tumor first noted in the right iower 


Ficure 1. Methods Used at Thoracic Exploration to Obtain 
Tissue for Histologic Study. 
A= Enlarged lymph gland may be removed and studied. B = Di- 
rect biopsy may be possible if lesion is superficially located. 
C= Wedge resection for lesion near surface in “fringe” of lobe 
can be perfor in some cases. D=Any one of the 18 seg- 
ments (or at times a subsegment) may be excised without dis- 
turbing adjacent segments; drawing illustrates undis- 
turbed norma! segments after removal of lesion-bearing posterior 
segment. 


lobe in 1940 who did not develop pulmonary symp- 
toms until 1947. 

Such mass chest x-ray programs are designed 
chiefly to identify early tuberculosis, but the screen- 
ing out of other abnormalities, including lung can- 
cer, is a gratifying by-product. These programs 
have been conducted on city-wide scales in factories, 
schools and general hospitals. It is the responsibility 
and opportunity of the physician to arrange for the 
screening of his patient population. Fluoroscopy 
and, preferably, chest x-ray films should be a routine 
part of a complete physical examination. Facilities 
are available in many physicians’ offices and in most 
communities. A number of our survey lesions have 
been discovered incidental to such investigation. 
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DetecTaBILity oF CANCER OF THE LUNG 


Cancer of the lung is the most detectable of all 
internal cancers. With efficient use of x-ray facilities” 
it should be as easily detected as superficial cancers 
such as those of the skin and mouth. The lung is 
radiolucent; hence no contrast medium other than 
alveolar air is needed to demonstrate any solid 
abnormality in it. Rigler* has stated that masses 
as small as 3 mm. in diameter should be seen. Such 
small tumors, when situated in the hilum, may 
produce a magnified shadow due to secondary 
changes in peripheral segments. This circumstance 
favors earlier detection than is possible with cancers 
of the stomach and bowel that cannot be demon- 
strated without barium contrast, unless they have 
become large enough to be palpable through the 
abdominal wall. Even breast tumors, unless very 
superficial or more than a centimeter in diameter, 
can seldom be detected by palpation in that semi- 
solid, somewhat matted tissue. 


ScrEENING OF CuEsT Is OnE oF THE Most 
INEXPENSIVE DETECTION PROCEDURES 


In the first place, the surveys are already set up 
as a method for tuberculosis case finding. All nor- 
mal chest films are thereby cleared. The expense of 
cancer detection lies only in the rescreening of the 
abnormal shadows. In the recent Boston Chest 
X-Ray Survey, the American Cancer Society under- 
took the follow-up of the suspected cancer cases. 
The average cost of finding each case subsequently 
identified as cancer was a mere $80. This type of 
investigation has a tremendous advantage over 
search for neoplastic lesions of the cervix, uterus, 
breast or intestinal tract, in that the bulk of the 
work can be done by technicians. The physician 
does not have to see or examine the patient in order 
to eliminate negative cases. Technicians take, 
process and collect the films. The trained specialist 
has only to review the films and investigate the 
cancer suspects. 


Necessity oF Prompt anp AccuraATE DIAGNosI!IS 


Abnormal shadows found in chest films present 
problems in diagnosis and management. An exact 
diagnosis often cannot be made through well estab- 
lished diagnostic and laboratory procedures. Figures 
2, 3, 4 and 5 illustrate the frequent impossibility of 
making etiologic diagnoses by x-ray and even occa- 
sionally from gross specimens. It is well known 
that failure to find acid-fast organisms in the 
sputum does not eliminate a diagnosis of tuber- 
culosis. It is becoming increasingly evident that 
bronchoscopy cannot be expected to visualize lung 
tumors in more than a fraction of cases. The earlier 
the cancer, the poorer the chance of diagnosis 
by this method. In 100 consecutive recently 
studied cases of symptom-producing primary cancer 
of the lung the tumor was seen bronchoscopically 
in only 37 per cent. However, in 39 cases of primary 
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A 
Ficure 2. Roentgenograms of Silent Adenocarcinoma < Be oie Woman (A) and Silent Tuber- 
culoma in Sixty-One- d Man (B) 
Note the similarity in contour and density. oe a cytologic ‘examinations of bronchial secretions 
were negative in both. The diagnosis was established - : acic exploration; excision was successfully carried 
out in cases. 


Ficure 3. Serulgrnagrons Showing Chronic Abscess with Pneumonitis in Upper Lobe in Sixty-Year-Old Man 
(A) pidermoid Bsn Grade I], in Upper Lobe in Fifty-Year-Old Man (B). 

preeriaee ic, cytologic and bacteriologic studies of sputum were negative for tumor cells and tubercle bacilli. 
iagnosis was established on thoracic exploration and both cases were treated without delay by resection. 
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cancer of the lung discovered by survey, the tumor 
is seen in only 11 per cent. Obviously, bronchoscopy 
is inadequate as a diagnostic measure in early lung 
cancer. 
Similarly, study of the sputum for tumor cells has 
unreliable in early cases. In general experience, 
this method is diagnostic in 50 to 60 per cent of 
cases with symptoms. In our survey group this 
method is diagnostic in only 25 per cent of cases. 
The dse of bronchoscopy and tumor-cell study of the 
sputum together increases somewhat the ability to 


Ficure 4. Roentgenograms 
in a Thirty-Two-Year-Old 
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example, time may be unnecessarily consumed by 
repetitious x-ray examinations, sputum cultures or 
guinea-pig inoculations. The most prognostically 

favorable group of lung cancers comprises those in 
which exploration and resection are done with 
reasonable dispatch after the abnormal shadow is 
discovered on survey. There are only 10 patients 
in our series in whom carcinomas of the lung were 
found in the asymptomatic phase by survey film 
and who were promptly explored. All were resect- 
able, and no evidence of extension to any lymph 


Right Base Due to Bronchiectasis and Pneumonitis 


Showing Increased ae 
Woman (A) and Increased ity at Right Base Due to Silent Carcinoma in a Thirty- 


Five-Year-Old Woman (B). Bronchoscopy revealed an obstructive lesion in the lower-lobe bronchus in B. 


prove or disprove a diagnosis of lung cancer. The 
issue at stake, however, is so vital that a more 
positive and reliable procedure— thoracic ex- 
ploration — must be used. 


Low Risk or Cuest ExpioraTion 


Except in the aged and debilitated, the danger of 
exploration has dropped to a negligible point and 
should be classed with abdominal exploration for 
acute right-lower-quadrant pain and tenderness. 
Experience attests to the soundness of the policy 
of exploring the chest when there is any possibility 
that a shadow seen by x-ray is due to a malignant 
process. Time must not be wasted in prolonged and 
repeated attempts to rule out other diagnoses. For 


gland was found in 70 per cent. In 19 cases explora- — 
tion was delayed because of indecision, either by 
the patient or by the physician. All were resectable, 
but only 47 per cent were free of lymphatic exten- 
sion. These findings stand in marked contrast to 
those in symptom-producing cancer. In our ex- 
perience in studying over 900 cases with symptoms, 
30 per cent were found to be resectable and 89 per 
cent showed lymphatic extension. 


Pian oF ExpioraTion 
The policy of exploring the chest when doubt 
exists leads to exact diagnosis as well as treatment 
of many lesions other than primary carcinoma 
of the lung. Table 1 reveals that with rare excep- 


a 
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tions exploration makes satisfactory surgical treat- 
ment possible. It will be noted that out of 477 sur- 
vey-revealed lesions that we have studied we con- 
sidered exploration obligatory in 191. Although 
the majority of these (72) were tuberculous lesions, 
approximately as many tumors (67) were revealed, 
and 39 (20 per cent) were primary cancers of the 
lung (Table 1). 

Surgical handling of these problems is patterned 
after the management of an unidentified mass in 
the breast. The chest is opened and the lesion in- 
spected and palpated. If the nature of the tumor is 
obvious, as in the case of mediastinal cyst or a 
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reserve to tolerate total pneumonectomy and it is 
technically possible a lobectomy may be preferred. 

The plan outlined thus offers direct and rapid 
diagnosis and treatment of lesions producing un- 
diagnosable shadows by chest x-ray when malig- 
nancy must be considered. No normal segment, 
group of segments or lobes of lung are sacrificed 
unless a diagnosis of primary lung cancer is already 
established. 


SuMMARY AND CONCLUSIONS 


Primary carcinoma of the lung presents a unique 
and challenging problem. Of all internal cancers, 


Ficure 5. Photographs from Massachusetts Cancer Survey. 


A = localized epi 
ing capsule.) 


moid carcinoma removed for frozen-section diagnosis. (Note radial arrangement of stroma and limit- 
= pulmonary segment containing a tuberculoma. (N ] 


ote concentric layers of caseous material with 


sits of pigment in layers.) The excision was limited to a single segment. 


diaphragmatic hernia, it is treated accordingly. If 
its nature is not obvious and it lies superficially in 
the lung, a direct biopsy is taken and a frozen sec- 
tion made for immediate diagnosis. Should the 
mass lie deep in the lung parenchyma, only the in- 
volved segment or subsegment of the lung is re- 
moved, following the technic we have previously 
described.’ The removed segment is then sent to 
the pathologist for examination and immediate 
diagnosis by frozen section. At times, biopsy of 
regional lymph glands is satisfactory for diagnosis. 
If the process proves to be benign, no further ex- 
cision is necessary and the chest is closed. If it 
proves to be a primary lung cancer, a total pneu- 
monectomy is then completed. If, however, the 
patient is thought to be too old or to have too low a 


it is the most detectable because of the ease of 
screening the chest radiologically. Surgical ex- 
ploration is the surest, safest and most direct method 
of establishing the diagnosis. When cancer of the 
lung is treated promptly after discovery in its silent 
form, the majority of the lesions are still localized 
and favorable for cure. 
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HEALTH SURVEY OF WORKERS IN GARMENT INDUSTRY AS PART OF PREVENTIVE- 
MEDICINE PROGRAM 


Josern H. Kapran, M.D.,* Natuaniet N. Bennett, M.D.,¢ Grace Forert 


BOSTON 


MONG supposedly healthy workers in the 
garment industry, many serious but noncriti- 

cal conditions were brought to light in a health 
‘survey sponsored by the Health and Welfare Fund 
of the International Ladies’ Garment Workers’ 


Tasre 1. Findings at Examination of 855 Garment Workers. 


Diacnosis Tora. Conpitionx 
umeer Group 
KNOWN UNKNOWN 
PATIENT PATIENT 
(Hypochro 16 30-49 
31). 20-49 
Mediterranean ve 40-50 
Acne vulgaris, se 11 ll 0 
Albuminuria . 23 5 
(Rheumatoid 11) 
Asthma, bronchial, chronic 5 16-40 5 0 
Bronchitis, chronic . 10 
Bursitis, shoulder, chronic 1 40-50 1 0 
rdiac disease ......... $7 
and 
hypertensive) 37 
(Rhevmatic) 20 
Cataracts .............. 70 1 10 
ystitis 2 0 
marked . 8 0 
Dental caries and pyorthea 246 
Dermatitis, all types. 13 17-70 
Diabetes mellitus ‘ 30-60 4 4 
(Diabetic 
1 1 0 
Gall-bledder disease ..... 30-70 3 4 
Hepatomegaly .......... i 40-50 1 
nguinal hernia 2 40-50 2 
82 40-70 0 82 
alnutrition ........... 64 20-50 64 
igraine. 12 20-50 12 
Menopause 122 40-60 100 22 
3 40-60 3 
sit 97 20-70 97 
Post- bleeding 3 
Psychoneurosis, vasomotor 
instability and 96 
fractive error ........ 466 40-70 
3 30-50 3 
philis . 2 20-60 2 10 (denied) 
22 17-70 3 
Active 1) 
rculosis 
Arrested 4) 
Active minimal 2) 6 17-40 5 1 (acute) 
0 
? Epithelioma, lip 1) 
Breast, intraductal ee 1) 
(Breast. adenofibro 
3 40-50 3 
r- respiratory in- 
Vasomotor rhinitis, urti- 
caria a a 
meuroticedema..... 17 
No medical disease ..... 171 
Total number of disease 
entities 1676 


Union, A. F. of L., in an intermediate city,’ in 
western Massachusetts, beginning on December 20, 
1947. 


*Instructor in medicine, Tufts Colle 
tor, International Ladies’ Garment 
n; director, Admissions Clinic, Boston Dispensary, Boston. 
tExamining physician, Health Survey Program for International Ladies’ 
Garment Workers’ Union, Spri Massachusetts; assistant, 
Medical Out-Patient Department, Beth Israel Hospital, Boston. 
Medical technician, Health Survey ree for coal Ladies’ 
elem Workers’ U Uni nion, Springfield, Massachusetts. 


Medical School; medical direc- 
orkers’ Union Health Bo er, 


A total of 855 out of 1050 employees, or 81.4 per 
cent, were examined on a voluntary basis under 
ordinary working conditions. The remaining 18.6 
per cent refused the examination for various reasons, 
as indicated later in this paper. Of the total 855 
employees examined, 684, or 80 per cent, had major 
or minor abnormalities or both (see Table 1). Of 
the 684 employees 445, or 65 per cent, had what we 
considered major abnormalities requiring medical 
attention; 239 or 35 per cent had minor abnor- 
malities not necessarily requiring medical at- 
tention. The remaining 20 per cent, or 171 work- 
ers, were found to have no disease. It will be noted 
that there were 1676 disease entities. This indicates 
that many workers had more than one condition. 


OrIGIN OF THE PLAN 


The aim of the administrators of the union was 
both economic and health betterment of the work- 
ers in the garment industry. Not too long ago the 
notorious “sweatshop” conditions in the industry 
made the union leadership conscious of the health 
status of its workers. By means of collective bar- 
gaining these poor working conditions were gradually 
eliminated. Better sanitary environment, shorter 
working hours, rest periods and better pay contrib- 
uted to a higher standard of working conditions. 
To help the worker in times of distress and sick- 
ness and to foster some plan by which the worker’s 
health might be promoted were the next aims. 
This resulted in the creation of the present Health 
and Welfare Fund, consisting of 2 per cent of the 
payroll, paid by the employers. This fund, governed 
by by-laws, was to be used for sick benefits, mater- 
nity benefits, surgical benefits, hospital benefits, 
eye benefits, tuberculosis benefits, and diagnostic 
examination. The last three of these items soon 
became the groundwork of a preventive medicine 
program. In the larger cities health centers weré” 
created to help in carrying out this program of 
preventive medicine. Boston, for example, has such 
a center, serving an area within a radius of about 
100 miles. It soon became obvious that the farther 
from Boston a worker lived, the more impractical 
it was for him to avail himself of that city’s facilities, 
especially those concerned with diagnostic examina- 
tions. It was therefore necessary to adopt a sup- 
plementary plan; such a plan was set up for the 
City of Springfield, Massachusetts. 


Tue Pian 


A team consisting of a physician and a laboratory 
technician with the proper equipment was sent into 
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the factory during working hours each morning. 
The workers were then examined individually on a 
voluntary basis in the factory First Aid room. 
Because the survey was being made during working 
hours and because of the lack of complete privacy, 
the lack of time and the hope of attracting a larger 
number of workers, the examination was limited. 

A complete history was taken, according to the 
Periodic Health Examination form (130b10h47e50) 
prepared and published by the American Medical 
Association. With the patient stripped to the waist, 
a physical examination was performed, limited to 
the skin, mucous membranes, eyes, ears, nose, throat, 


HEALTH SURVEY IN GARMENT INDUSTRY — KAPLAN ET AL. 


Tasie 2. Medical Services Performed for 855 Garment Workers. 


561 


private physician to whom a summary of the find- 
ings might be sent. If the worker had no family 
physician, he was asked to designate one so that a 
report might be sent to him. All information on 
patients was treated in strict confidence to dispel 
any fears workers might have of losing their jobs 
because of their condition. No treatment was under- 
taken by the survey team. 

Many members at first refused the examination 
because they feared that cancer, heart disease or 
a blood condition might be found. It became ap- 
parent that these workers were in need of education 
about the objectives of public health and preventive 


Routine Procepures Tests Rereat Tests 
Uren’ ge physical examination Nonprotein nitrogen 3 Serologic studies 19 
Urina sugar 67 Blood sugar 3 
Comet blood count test t Urinalysis 17 
sedimentation rate a-pig inoculation Blood sedimentation rate 4 
laboratory) 
Complete blood count 22 
f doctor, including 
to family 
copy of letter sent to patient 
Total services per member Total 74 
Stember of members ass 
Total 5985 
Grand total 6124 


teeth, neck, breasts, heart and lungs, extremities 
and reflexes. An abdominal examination was made 
only if history and findings thus far indicated it. 
Vaginal and rectal examinations were not made. 

The laboratory technician then drew venous 
blood for serologic study, sedimentation rate (West- 
ergren method) and complete blood count; she also 
collected a sample of urine. These tests, with the 
exception of the serologic study, which was per- 
formed at the State laboratory, were made at the 
Health Fund Laboratory (Table 2). 

In the event that glycosuria was discovered or 
a family history of diabetes mellitus obtained, a 
blood-sugar determination was made, with a nota- 
tion of the time after a meal. The nonprotein 
nitrogen was determined only when the urinalysis 
revealed albumin, casts, blood cells and a specific 
gravity of less than 1.020 (Table 2). The Massachu- 
setts Health Department made chest x-ray examina- 
tions for tuberculosis. For further specialized tests 
or examinations, as mentioned in Form 4, shown in 
Table 3, the facilities of the Boston Dispensary 
and the Pratt Diagnostic Hospital in Boston were 
available during the survey. 


Po.icy 


Because of the nature of this survey certain poli- 
cies were adopted to ensure its success by promoting 
good will between management and labor and by 
co-operating as much as possible with the private 
physician.?»* Each member was asked if he had a 


medicine. Many of them were then informed of 
the advantages of a program of health conservation. 
This helped to increase the number of volunteers 
for examination; the suggestion is that had a pre- 
survey educational program been available to all 
the employees 100 per cent participation in the plan 
might have been possible. 


Metuop or REpoRTING 


A detailed medical report was sent to the em- 
ployee’s designated physician; with this report a 
letter (Table 3, Form 4) describing the content and 
purpose of the examination was included. The 
worker was advised by letter to consult his private 
physician if the examination revealed abnormal 
findings. Samples of these letters are shown in 
Table 3. 

When any communicable or infectious disease 
was encountered the family physician was contacted 
by telephone and given the necessary information 
for reporting to the Health Department. When the 
examiner believed that delay in treatment would 
be dangerous, the private physician was immediately 
telephoned and informed of this urgency, as illus- 
trates by the following case: 


Case Report 
Case 1. M. M., a 47-year-old woman, complained of 
nausea, vertigo and blurred vision of two days’ duration. She 
was working when she came under our observation. History 
revealed that she had had long-standing diabetes but had 
not visited her physician for over 1 year. Urinalysis 


562 


++++ sugar and +++ diacetic acid. The blood sugar 1 
hour after breakfast was over 400 mg. per 100 cc. This woman 
was in acidosis and precomatose condition and obviously in 
urgent need of medical attention. 


REsuLTs 


The results of the examination are summarized 
in Tables 1 and 2. Twenty per cent, or only 171 
out of 855 persons examined, had no evidence of 
disease. There were 49 cases of anemia with red- 
cell counts between 2,500,000 and 3,500,000 and 


Form Letters Sent to Workers and Family 
hysicians. 


Taste 3. 


Dear 
ased to inform that It of the 
recent Heath Yo there were no de abeormalities 
discovered in your eanadaation. Sincerely yours, 


In the Health Survey which was mw ag conducted, 

r examination revealed no serious abnor There were, 

ver, bits of information which we feel ma oe be helpful to 
your physician and we have sent these on to him, together wit 

the of the tests. 

hough t — Not urgent or serious, we 

suggest ‘i you vieit your or in the near future so that 

he may discuss them with you and give you the necessary a 

neerely yours, 


Form 2 


vice. 


In the Health Survey that was recently conducted, your 
examination revealed certain abnormalities for which you 
should consult your eee an. He has already been sent a 
report of the findings. Although this fact does not necessarily 
mean that these findings are of a serious nature, we urge you to 
see him at your earliest convenience 
he main hopes of your Union is to keep 
It is much easier to prevent illness than it is to cure it 
has made seriou 


Form 3 


u well. 
t after it 


Sincerely yours, 
Dear 
ng the course of a Health carve PA. spon. 

sored the International Ladies’ Gar = kers’ Union, 
the above named gave your or pro- 
spective family physi 

For your laioomacion, this Health Survey consists of a 
com poe history, a partial examination, and laboratory 
wor Nsisting of a complete count, sedimentation 
rate, “urinaly and assermann. The enclosed Positive 
findi te being referred to you for your evaluation and 
dispositi 


If there are any wepties that we can ny - available to 

you in the ma _ m, not hesitate 
call upon us. su od, is being jane wy because in some 
me AY the proble aa —. laboratory studies may be 
Enclosed also is a copy of the letter which was sent to 


the patient. 
Sincerely yours, 


Form 4 


hemoglobins of 11.7 gm. per 100 cc. or less (photo- 
electric cell method). Two patients of Italian ex- 
traction whose condition was diagnosed as Medi- 
terranean anemia**® had “target cells,” stippling of 
red cells and spherocytes. Other members of the 
families of these patients were not examined. The 
workers were asymptomatic and their condition 
would not have been discovered were it not for the 
survey. The 16 cases of secondary hypochromic 
anemia, were found in women having histories of 
profuse vaginal bleeding. Strauss*® found that loss 
of 50 cc. of blood with each menstrual period in 
addition to fecal and urine loss would lower the 
hemoglobin content in the average woman by about 
30 per cent per year. It was noted that the 31 cases 
of normochromic anemia, shown in Table 1, were 
found among workers with psychoneurosis and mal- 
nutrition. Normochromic anemia is not infre- 
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quently found in neurasthenia of long standing.'® 
All other patients with anemia had no outstanding 
complaints other than easy fatigability. 


PsycHONEUROSIS 


The diagnosis of psychoneurosis was made chiefly 
on the basis of multiple complaints, usually of long 
duration and sometimes associated with emotional 
instability. The most common symptoms encoun- 
tered were pain, exhaustion (fatigue), nervousness, 
anxiety, anorexia, insomnia and vasomotor dis- 
turbances. Because of limited time and the sur- 
roundings in which the interview was held, we were 
greatly handicapped in obtaining a proper pertinent 
history. 

Table 1 shows 96 cases, or an 11 per cent incidence, 
of psychoneurosis, mostly mild anxiety states. Only 
one worker was a man, a recent immigrant from 
Ireland who had not yet adjusted to his new en- 
vironment. Forty women, or 42 per cent, were 
divorced or were separated from their husbands. 
Strecker and Ebaugh," in a study of 239 cases of 
psychoneurosis, found marital crises to be precipitat- 
ing factors in 12 per cent of their series. 
women had globus hystericus and feared that they 
were pregnant. There were several women with 
various phobias who insisted that they had cancer. 

Our figures may not be comparable to other series 
in which patients have visited clinics or private 
physicians with their complaints. For example, in 
1928 Davis and Kaplan” noted that in a series of 
2000 consecutive patients seen at the Medical Clinic 
of the Boston Dispensary 37 per cent were found 
to have psychoneuroses. This diagnosis was made 
according to the criteria outlined by Kaplan.'® 


ALBUMINURIA 


The 23 patients with albuminuria had + to 
++++ albumin by Exton’s quantitative test. 
The urine specimen was obtained in midmorning, 
after the patient had been up and about; this is the 
time of day when albumin is most likely to be 
found.” We believed that several of these asympto- 
matic cases of albuminuria were of postural or 
benign nature. Fourteen of the 23 cases belonged, 
to the hypertensive group and so were considered 
pathologic. Since none of the urine samples were 
catheter specimens, many might have been con- 
taminated by vaginal discharge. No specimen was 
collected during catamenia. However, all 23 sub- 
jects were referred to their private physicians for 
further study. 


ARTHRITIS 


Of the 16 cases of arthritis, one was considered 
moderately severe, with a blood sedimentation rate 
of 68 mm. per hour (Westergren). The patient’s 
hands, knees and elbows were involved, with con- 
siderable swelling and mild pain, and she had a low- 
grade fever. She had been taking 10 gr. of aspirin 
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daily for three weeks to enable her to work her eight- 
hour daily schedule. The blood sedimentation rates 
in the other 15 cases were above 30 mm. per hour 
and were associated with minor joint involvement. 
The ages of the workers with rheumatoid arthritis 
were noted to be between sixteen and’ forty-five. 
For osteoarthritis the age group was between forty 
and sixty-nine. 


Carpiac ConpDITIONS 


The 57 cardiac patients were well compensated, 
except for one man who was in congestive failure. 
He had advanced rheumatic heart disease, with 
both mitral and aortic valves involved, and was 
under a physician’s care but continued to work 
four hours a day pressing pants. Fifty-one subjects 
had murmurs varying in intensity from Grade I 
and Grade IV. Two had angina pectoris. 


Diasetes MELLITUS 


The search for diabetes mellitus revealed only 8 
cases, or slightly less than 1 per cent of the total 
population examined. One patient was in acidosis. 
Four knew that they had diabetes and were being 
treated; 4 were unaware of their condition. All 
gave a family history of diabetes mellitus. Wilker- 
son and Krall," in a survey of the population of 
Oxford, Massachusetts, in 1947, discovered 70 cases 
of diabetes among 3500 persons, or 2 per cent of the 
population. 


HYPERTENSION 


Only persons with systolic pressures of 160 and 
over and diastolic pressures of 90 and over were 
included in the hypertensive group.'* No attempt 
at classification was made, in spite of the fact that 
many workers examined had enlarged hearts as 
shown by percussion and blowing types of murmurs, 

others showed arteriosclerotic changes, Grades 
I and II, in the eye grounds. Fourteen of the 82 
workers with hypertension had albuminuria, and 
all had symptoms ranging from easy fatigability 
and headache to dyspnea on exertion, vertigo and 
precordial pain. Eleven of this group weighed 200 
pounds and over. They were between fifty and sixty 
years of age, at which time of life some elevation 
of the blood pressure is to be expected. However, 
it is significant that a large number of this group, 
although aware of their condition, did not seek 
medical attention. One worker who refused examina- 
tion died of cerebral hemorrhage six months later. 


SyYpHILIs 


Of the 12 workers with syphilis, 10 denied any 
knowledge of their condition. Each had three posi- 
tive Hinton tests, and all were asymptomatic. Prop- 
er classification was not possible, as these workers 
were immediately reported and sent to their private 
physicians for treatment. 


HEALTH SURVEY IN GARMENT INDUSTRY — KAPLAN ET AL. 


TUBERCULOSIS 


There were 6 cases of pulmonary tuberculosis. 
Four were arrested cases and 2 were of active pul- 
monary disease. Of the latter 2 cases, one patient 
was aware of her condition. The other suspected 
the possibility. Case finding and isolation of such 
persons is one of the principal measures employed 
by the Public Health Service to reduce the urban 
prevalence of tuberculosis.'® 


Tumors 


Pathological reports received by courtesy of the 
family physicians on 5 of the tumor cases revealed 1 
mammary intraductal papilloma, 1 adenofibroma of 
the breast and 3 lipomas. A sixth case, a lesion of the 
lip in a man of fifty-three years, impressed the ex- 
aminer as having the appearance of an epithelioma. 
An early appointment with the man’s physician was 
arranged for him, but he failed to keep it. Subse- 
quent indirect information revealed that the man 
was still working and apparently unconcerned about 
his lip. Several women, not included in this group 
of 6, who complained of vaginal staining five or 
more years after menopause were referred to their 
physicians for pelvic examination and additional 
relevant investigations. 


Discussion 


This type of health survey is only one phase of 
a general medical program that emphasizes the 
practice of preventive medicine. Its value and im- 
portance have been stressed by the Hoover Com- 
mission and the Committee on Medical Services,'” 
and more recently by Leavell.’* Chapman’® has 
discussed Health Surveys and “multiphasic screen- 
ing,” which employs various tests in combination 
for identifying disorders that otherwise would not 
be found. The objective of such a program is the 
referral of more sick persons to physicians for diag- 
nosis and treatment at an earlier stage of their dis- 
ease. This mission we believe to be satisfactorily 
accomplished by the survey now in force in the 
Springfield area, even though the screening examina- 
tions were limited in scope because of the inadequate 
facilities in a majority of the establishments in which 
the survey was carried out and refusal of almost 
20 per cent of the workers to be examined. 

Leavell'® considers it impossible to separate 
preventive medicine from treatment in any health 
program if the best results are to be obtained. This 
is probably true, and it is our belief that the work of 
the family physician is an integral part of our effort 
to obtain the best results from our Health Program. 

Our figures compare favorably with Chapman’s 
in his estimate of diseases or conditions in a screen- 
ing examination of 1000 apparently well people 
from the general population.'* The reason for our 
low figures may be that our health survey screened 
a group of wage earners in the garment industry, 
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who have guarded their health while supporting 
themselves. Their income level is good enough to 
make private medical attention possible. The large 
majority of workers are women from seventeen to 
seventy-five years of age in three categories of fac- 
tory work: coats and suits, dresses and undergar- 
ments. It is in the dresses-and-undergarment divi- 
sions, in which pay is earned by piecework and hand 
sewing, that a number of workers refused, because 
of loss of time and money, to volunteer for the ex- 
aminations, thus making up most of the 18.6 per 
cent refusals. 

Kahn and Smith,”° in a survey sponsored by the 
Maryland Public Health Service in Queen Anne’s 
County, Maryland, in 1948, record that 69 per cent 
volunteered for the examination and 31 per cent 
refused. A review of the literature on health surveys 
revealed two previous attempts to obtain sickness 
data through physical examination of a selected 
group of civilians — the first reported by Wheeler”! 
in 1937 and the second by Hoffer.” Neither of these 
authors apparently considered detailed information 
on refusal rate an important part of their study. 

For obvious reasons, vision is important in the 
garment industry, and every attempt was made to 
detect those workers with refractive errors of 20/40 
and greater in both eyes. Whenever the examiner 
suspected defective vision, the worker was referred to 
an ophthalmologist of her own choosing. Because 
the union office defrayed part of the expense of ex- 
amination and glasses under the eye conservation 
program, we were able to check on the number of 
workers (over 200) who subsequently obtained 
glasses. 

If this limited health survey could detect serious 
and noncritical conditions while they were still 
amenable to treatment by the worker’s family 
physician, it serves its purpose and is particularly 
useful in reducing the cost of chronic illness, a factor 
of increasing importance in an aging population. _ 


SUMMARY 


A health survey of workers in the garment in- 
dustry in Springfield and its surrounding area was 
conducted as part of a preventive-me pro- 


gram 

Eight hundred and fifty-five workers out of 1050, 
or 81.4 per cent, volunteered for the examination; 
18.6 per cent refused for various reasons outlined in 
the paper. With a presurvey health-education pro- 
gram probably 100 per cent participation in such 
a survey could be obtained. 

Many serious but noncritical conditions were 
detected in an early stage of disease while they were 
most amenable to therapy. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Oct. 11, 1951 


Workers were always advised to see their family 
physicians for treatment whenever it was indicated. 
Reports of our findings were mailed to the physician, _ 
as well as a note to the worker to that effect. : 

There were sixteen cases of hypochromic anemia 
needing further study; 53 cases of heart disease re- 
quiring supervision; 8 cases of diabetes, 4 of which 
were discovered for the first time (1 patient was in 
acidosis); 12 cases of syphilis (10 patients denied 
knowledge of their disease); 1 case of active tuber- 
culosis; 2 cases of tumor of the breast, possibly pre- 
malignant (mastectomy); 3 cases of postmenopausal 
bleeding; and 1 case of hyperthyroidism (subtotal 
thyroidectomy). Since this survey was completed 2 
additional cases of breast tumor were discovered, 
both of which were found at operation to be adeno- 
carcinomatous and 1 of which was early, with no 
metastasis. 

These findings establish the value of a health 
survey of this kind, both in case finding and early 
referral of patients to the family physician. 
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TRAUMATIC SEPARATION OF THE LOWER-FEMORAL EPIPHYSIS* 
Peirce H. Leavitt, M.D.t 


BROCKTON, MASSACHUSETTS 


N RECENT years traumatic separation of the 

epiphysis of the lower femur has been observed 
to occur among schoolboy football players. The 
injured player, as a rule, is unable to give an accurate 
account of how the accident occurred; however, it 
seems likely that the injury results from a direct 
blow to the body together with a twisting in the 


Ficure 1. of Separated Lower-Femoral 
piphysis in Case 1. 
A=immediately after injury. B=end result. 


region of the upper thigh or knee at a moment when 
the foot is more or less firmly fixed. Older prac- 
titioners will remember that this injury commonly 
happened to some young person who was attempt- 
ing to “hook a ride” by scrambling over the rear 
dashboard of a high-wheeled horse-drawn vehicle. 
In swinging his leg over the dashboard, the victim 
caught his foot in the slowly turning spokes of the 
wheel. His pelvis being fixed on the dashboard and 
the foot being fixed in the turning wheel, there 
resulted a twist with hyperextension of the knee; 
these factors caused the injury under discussion. 


*From the Surgical Service, Goddard Hospital, Brockton, Massachusetts. 
tSurgeon, Goddard Hospital, Brockton; Iti St. Luke’s 
Hospital, Middleboro, Massachusetts. 


In such a trauma, there is considerable danger that 
the structures posterior to the knee joint may be 
severely damaged, particularly the blood vessels; 
in some cases amputation is necessary. In these 
injuries, the proximal fragment of the femur is us- 
ually displaced backward, and this circumstance 
may result in severe trauma to the popliteal space. 
However, as R. Watson—Jones has pointed out, 
interference with epiphyseal growth is exceptional 


Ficure 2. Roentgenogram of Separated Lower-Femoral 
Epiphysis in Case 2. 


A=immediately after injury. B=end result. 


if the injury is properly and promptly handled, 
as the damage to the femur occurs on the proximal 
side of the epiphyseal plate. 

Hosford' states that dislocation of the epiphysis 
may result from manipulation of a stiff joint and 
that the dislocation is forward, rather than back- 
ward as in supracondylar fractures. He also re- 
lieves that the growth of bone is rarely impeded 
and that a perfect result should be expected if the 
fracture is properly reduced. Wilson* found the 
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average age of these patients to be 11.3 years, the 
range being between 16 and 2.5 years of age. Key 
and Conwell* found that the condition usually oc- 
curred in boys from eight to fourteen years old. 


Case Reports 


Case 1. (GH 41,837). ee boy was brought to 
the hospital on September 12, 1950. He stated that shortly 
before admission, while playing football, he was struck on 
his left midabdomen and simultaneously “clipped” on his 
right leg at about the knee. After x-ray films (Fig. 14) re- 
vealed traumatic ——— of the femoral epiphysis, he was 
anesthetized and the separation was reduced (Dr. H. M 
Berry). Buck’s extension was applied with a Thomas splint 
and fifteen pounds of traction to the lower leg with the knee 
in 5° flexion. The traction was omitted in two weeks and 
a castex cast from ankle to groin applied, with 5° flexion 
at the knee. On October 25 the cast was removed. Massage 
and whirlpool baths were started, as well as light weight- 
bearing with crutches. The patient voluntarily discarded 
the crutches two weeks later. At examination on January 4, 
1951, very slight atrophy of the quadriceps was noticed, 
but the patient did not limp and he was a , 
Motions of the knee were normal. The x-ray film (Fig. 1 
shows abundant callus bridging the dislocation site. 


Case 2 (GH 41,899). A 15-year-old-boy was admitted on 
September 25, 1950. He stated that shortly before admission, 
while playing football, he was carrying the ball, after a punt 
and was tackled low by two players and then hit by a thir 
man at about his waist. He felt pain in his right leg and 
noticed that his leg was twisted to one side. X-ray films were 
taken on admission (Fig. 24). Local examination showed 
tenting of the skin on the lateral side of the lower right thigh, 
due to pressure from the lower end of the metaphysis. e 
dislocation was reduced. A Thomas splint was applied but 
with no traction, and with the knee in 5° flexion. The swelling 
receded, and in 9 days a castex cast was applied from ankle 
to groin with 5° flexion at the knee, and the 
4 was permitted to walk with crutches. The cast was 

t in place for 4 weeks, by which time x-ray films showed 
good callus formation. Whirlpool baths and massage were 
started, and light weight-bearing was permitted. At the final 
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examination on December 30, 1950 (3 months later), the 
quadriceps was normal and motions of the knee joint were 
normal. There was no limp, and the patient was exercising 
freely. The final x-ray film (Fig. 2B) showed the epiphysis 
to be in perfect ition. The only remaining evidence of 
the injury is periosteal elevation, with calcification at the 
di tion site. 
SUMMARY 

Two cases of separation of the lower-femoral 
epiphysis are reported. We believe that prompt 
reduction contributed to the good results in these 
cases. Full anesthesia for complete relaxation and 
with careful nontraumatic reduction are essentials. 
Rough handling during moving and during reduction 
must be avoided. Immediate reduction is highly 
desirable. This can be carried out even on the 
football field, and with a minimum of pain, if the 
attending physician thoroughly understands the 
nature of the injury. Early reduction of the lower end 
of the metaphysis is essential to the prevention of 
catastrophic injury to the vessels and nerves in the 
popliteal space. 

We believe that once a good reduction is ob- 
tained the possibility of slipping is very small. 
Splinting, rather than traction, and early ambula- 
tion are indicated. X-ray follow-up will determine 
the need of a cast or splint, and physiotherapy should 
be started as soon as possible. 
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MEDICAL PROGRESS 


DIABETES CONTROL: DETECTION, PUBLIC EDUCATION AND COMMUNITY ASPECTS 
Harry Briotner, M.D.,* ann ALexanper Marste, M.D.f 


BOSTON 


HE earlier diabetes is discovered the easier it 
is to control, the less likelihood there is of 
complications and the better is the prognosis. Among 
serious diseases few are more responsive than dia- 
betes to specific medical management, which, even 
in the absence of cure, prolongs life, increases ef- 
ficiency, protects earning power, minimizes dis- 
ability and adds to the joy of living. However, 
today there are many diabetics, — roughly estimated 
at a million, — who are not under treatment be- 
cause their condition is undiagnosed. The impor- 
tance of finding the unrecognized diabetic may be 
judged from the fact that diabetes was twenty- 
seventh among the causes of death in 1900, when 
medicine’s only weapon against the disease was a 
restricted diet. In 1945 diabetes was eighth, despite 
the fact that insulin was prolonging life for hundreds 
of thousands of recognized diabetic patients. The 
increase is due largely to the change in life expect- 
ancy; as more persons reach the age at which dia- 
betes is most common, the number with diabetes 
increases.! 

Proper therapy, the optimistic approach to en- 
courage the diabetic and education of the patient 
are vital in the progressive management of diabetes. 
Early treatment of diabetes may prevent or post- 


pone such complications as coma, infections, neurop-. 


athies and degenerative vascular disease."*:!> Con- 
sequently, more attention must be given by physi- 
cians to early detection and control. The recognition 
of this need is particularly important to the family 
physician and the medical student of today, be- 
cause this form of preventive medicine will play a 
large part in future practice. 

Although various diabetes-detection programs 
are effective instruments for case-finding the physi- 
cian has the best opportunity to detect the incipient 
disease. The ideal detection center is the office of 
the family physician. Unfortunately, however, 
most persons do not seek medical attention until 
signs or symptoms of disease have existed long 
enough to produce discomfort or pain. Conse- 
quently, a method has been sought that would aid 
in the early detection of diabetes on a large scale. 
It is believed that relatively simple screening tests 
will reveal most of the persons in the general popula- 
tion who have undetected mild or early diabetes. 
Examination of both blood and urine for sugar is 
the most efficient method of detection, but this 


associate in Harvard Medical School; physician. New 


is not always a practical measure on a large-scale 
basis. The most efficient method of mass testing 
appears to be urinalysis supplemented by blood-sugar 
analyses in persons found to have glycosuria. 

A large-scale survey of the occurrence of known 
diabetes mellitus in the general population was 
made under the direction of the United States 
Public Health Service® in the years 1935 and 1936. 
The results were based on a house-to-house canvass 
of some 800,000 families, which included 2,800,000 
persons. It was estimated from this survey that 
there were 660,000 cases of diabetes mellitus in the 
United States. This figure represented only known 
cases of diabetes, and there can be little doubt that 
about as many more unrecognized cases in the 
population studied were missed, as can be estimated 
from the ratio of newly-found to known cases in 
later surveys. 

A study made in Arizona by Joslin™ in 1940, 
based on the questioning of physicians and can- 
vassing of certain institutions, convinced him of 
the “universality of diabetes.” 

In 1943 the frequency of diabetes mellitus and 
transient glycosuria in 45,650 consecutive selectees 
and volunteers who appeared for final examination 
at the Boston induction station prior to induction 
in the Armed Forces was studied by Blotner, Hyde 
and Kingsley, in the first large-scale diabetes de- 
tection survey. In this group, eighteen to forty- 
five years of age, glycosuria was found in 0.8 per 
cent and diabetes mellitus in 0.47 per cent. It was 
concluded that the prevalence of diabetes is much 
greater than previously believed and that there 
are many unrecognized cases that could be detected 
if routine tests of the urine were made on the general 
population. This study gave evidence that the esti- 
mates of the incidence of diabetes may have to be 
revised upward by an appreciable amount.‘ Joslin,® 
in discussing this work, said: “Subsequent and 
similar studies may well change the entire concep- 
tion of the incidence of diabetes in the United 
States.” ‘Today, the Diabetes Detection Drive, 
sponsored annually since 1948 by the American 
Diabetes Association, has become an important 
concern of preventive medicine. 

It is estimated that roughly a million persons in 
the United States have known diabetes and about 
another million have the disease and do not know 
it. The finding of these million unknown diabetics 
is primarily the task of physicians. In the interests 
of early detection of diabetes, the annual Diabetes 
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Detection Drive was begun. The purpose of these 
drives is the performance of simple tests for the 
discovery of diabetes on as many persons as pos- 
sible, without cost to the subject; to discover the 
unknown diabetics; and to direct them to their 
private physicians for treatment. It is a doctors’ 
program, sponsored and conducted by physicians — 
a program of health education, public relations and 
case finding conducted by the medical profession 
for the benefit of citizens in every American com- 
munity. 

Although the Diabetes Detection Drive has been 
in operation only since 1948, when few county medi- 
cal societies had diabetes committees, its expansion 
has been rapid. Now approximately 600 county 
medical societies have adopted the Diabetes De- 
tection Drive® as part of their educational program. 


Di1aBETEs SuRVEYS 


In 1946 Blotner studied 69,088 additional selec- 
tees’ eighteen to thirty-seven years of age and 
found that 2.0 per cent had glycosuria and 1.1 
per cent had diabetes. Approximately half ‘of 
those with glycosuria had diabetes. Galatest was 
used for testing for sugar in the urine. The 
Folin-Wu method of determination of sugar in 
venous blood was used. It is instructive that only 
24.6 per cent of this group knew that they had 
previously had either diabetes or glycosuria. 

For every known diabetic there were three with 
newly found diabetes or glycosuria. Most of these 
diabetics had a normal fasting blood sugar, and a 
vast majority of the fasting urine specimens were 
sugar free. In order to establish the diagnosis of 
diabetes in many cases it was necessary to perform 
sugar-tolerance tests when nonfasting glycosuria 
was found on routine examination. It is important 
to realize that a normal fasting blood sugar and a 
sugar-free urine do not rule out the diagnosis of 
diabetes. 

In 1947, Wilkerson and Krall* made a study of 
diabetes mellitus in Oxford, Massachusetts. In 
this survey 3516 or 70.6 per cent of the 4983 in- 
habitants of this town were tested. Benedict’s 
method was used for urine-sugar analysis; blood- 
sugar determinations were made on venous or 
capillary blood specimens by Folin’s methods.*: 
In this survey 40 persons with previously diagnosed 
diabetes were found in addition to 30 new cases. 
The prevalence of diabetes was 2 per cent of those 
tested. For every known diabetic they found ap- 
proximately one unknown case. 

In Jacksonville, Florida," an attempt was made 
to institute a complete diabetes-control project 
that might be employed by local health officers 
with a minimum of change in organization and 
general program. The first study was made to detect 
diabetes where it was most likely to be found. 
Consequently, 736 relatives of diabetics were studied, 
with the result that 30 previously undiagnosed cases 


were brought to light. It was found that diabetes 
was about 4 times as common in the relatives of 
diabetics as in the general population. 

In making surveys it is well to look for diabetes” 
where it may be found most commonly, such as in 
relatives of diabetics," obese persons, persons in 
older age groups and persons of certain national 
origins. It has been proverbial that Jews have the 
highest incidence of diabetes. However, this has 
not been confirmed by surveys. Among the selectees 
the French-Canadians, Irish and English had the 
highest incidence of diabetes.’ The Oxford Survey® 
confirmed the fact that the French-Canadians and 
English have the highest incidence of diabetes. In 
the Brookline Survey" no significant difference was 
demonstrated between the incidence of diabetes 
in Jews and that in non-Jews. Although accurate 
data are not available, analysis of such information 
as was obtained suggests that among the persons 
tested at the Diabetes Fair'* the incidence of hyper- 
glycemia and glycosuria was no higher in Jews than 
in non-Jews. These observations emphasize the 
fact that persons of all national origins should be 
examined for diabetes. 

In St. Louis, MacBryde™ found an incidence of: 
glycosuria of 3.5 per cent in 17,451 urine specimens 
examined. The Galatest method was used for urine- 
sugar analyses and Clinitest was employed for 
checking results in doubtful cases. Each person 
who had glycosuria was offered a blood-sugar test 
at no charge, and 75.8 per cent of the 604 persons 
with glycosuria had blood-sugar determinations. 
Blood was taken two hours after a meal; levels of 
120 mg. per 100 cc. or more were considered in- 
dicative of diabetes. By these criteria, 2.1 per cent 
of all subjects had diabetes, including 1.3 per cent 
of newly diagnosed cases and 0.8 per cent of known 
diabetics. During the six days of the campaign, 
free specimen bottles were available to any residents 
of St. Louis or St. Louis County at neighborhood 
drugstores. The bottles bore detachable labels on 
which name, sex, age and address were written. 
The labeled bottles, with specimens, were returned 
to the drugstores, where they were collected daily 
by members of the Retail Druggists Association 
of St. Louis. The specimens were examined in a 
special laboratory. The drive was aimed at those 
beyond middle age; 67.4 per cent of the specimens 
were obtained from persons over forty years of 
age and 46.2 per cent were received from persons 
over fifty years of age. Only 10 per cent of persons 
submitting specimens were less than twenty years 
of age. 

In most localities throughout the country dia- 
betes-detection drives are conducted for a week. 
However, in Dayton, Ohio, a continuous survey 
has been carried out since December 6, 1948; 
Sharkey and others'® found that 4.3 per cent of 
69,159 persons tested there had glycosuria. Their 
survey is of special significance in that many of 
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the tests were made on industrial workers and school- 
children. Blood-sugar determinations were made in 
2024 persons with glycosuria. Among this group 
not only 151 known diabetics were found but 148 
persons with previously undiagnosed diabetes were 
discovered. 

In the Dayton survey, industrial firms tested a 
total of 21,094 persons and found that 3.5 per cent 
showed glycosuria. Of this group of 757 persons, 
370 had blood-sugar analyses, which resulted in the 
discovery of 33 known diabetics and 68 previously 
unknown cases. The diabetes-detection program 
received co-operation from both employers and 
employees. Employees were permitted to leave 
their work at stated times in order to participate 
in the testing program. All tests were performed 
on urine specimens obtained one to three hours 
after ingestion of a high-carbohydrate meal, and 
most industrial firms referred employees with gly- 
cosuria to their family physicians for further in- 
vestigation and treatment. 

The mass testing of nearly all the pupils in the 
Dayton School System!'® revealed 18 previously un- 
recognized cases of diabetes in children. Glycosuria 
was found in 4.84 per cent of the 38,528 children 
tested. Among the 1022 schoolchildren who had 
subsequent blood-sugar determinations, the 18 
new cases of diabetes discovered were in addition 
to 2 previously known cases. These diabetic chil- 
dren ranged in age from seven to seventeen years. 
The testing was carried out in a special room at the 
school by a staff of physicians and nurses. The 
Galatest method was used for urine-sugar testing. 
With proper co-ordination as many as 1100 school- 
children can be tested in three hours by this pro- 
cedure. 

An example of a successful detection program is 
that of a Minnesota county"* in which 9761 persons 
were tested out of a total population of 12,000. 
Positive urine-sugar results were noted in 785 cases 
in this group. Blood-sugar determinations were 
made in 239 cases; 34 new cases of diabetes were 
diagnosed. 

In Brookline, Massachusetts, a town with a popu- 
lation of approximately 58,000 people, a diabetes- 
control program” has been in operation since June, 
1947. During this time a total of 3186 persons over 
twenty-five years of age have had both blood-sugar 
and urine-sugar determinations as initial screening 
procedures. Blood-sugar determinations were made 
by the Folin—Malmros method, on capillary blood. 
Urine-sugar tests were made with Galatest and 
questionable results were checked with Benedict’s 
procedure. According to the criteria used in this 
study, 71 newly discovered cases of diabetes were 
found. Approximately 100 known diabetics received 
laboratory service. Although all persons previously 
known to have diabetes were excluded from this 
study, certain factors of self-selection precluded 
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an estimate of prevalence of diabetes from these 
data. Consequently, it was considered not justifiable 
to use these data for estimating the prevalence of 
diabetes in Brookline. 

In the diabetes-screening program carried out in 
Milwaukee," the tests were made in an automobile 
trailer unit. Personnel on the trailer included a 
nurse, a technician and a clerk. 


Pusiic Epucation: A Diaspetes Fair 


A new way™ of demonstrating methods of dia- 
betes detection and educating the public concerning 
diabetes was introduced recently. This innovation 
was in the form of a Diabetes Fair, sponsored by 
the New England Diabetes Association, which was 
held on November 13 and 14, 1950, during National 
Diabetes Week, at Horticultural Hall, Boston. 
The purpose of the fair was to make the public 
aware of the diabetes problem through education 
designed to demonstrate the value of early diag- 
nosis and careful treatment of the disease; to present 
the problems of diabetes through exhibits and lec- 
tures to diabetics, relatives of diabetics, the general 
public and interested professional groups; and to 
demonstrate methods of testing the blood and 
urine for sugar and to furnish tests to discover pre- 
viously unknown cases of diabetes. No charge was 
made for admission or tests. It was estimated that 
more than 10,000 persons attended. The response 
and interest were gratifying and indicated a desire 
and need on the part of the public to obtain reliable 
information about diabetes and its treatment. This 
method of public-health education appears appli- 
cable not only to diabetes but to other diseases as 
well. 
The Diabetes Fair included a variety of exhibits 
illustrating various aspects of diabetes and its treat- 
ment. The exhibits consisted of displays on medical 
and surgical phases of diabetes, pharmaceuticals, die- 
tetics, social-service aids and books and pamphlets 
on diabetes. Motion pictures on various aspects 
of diabetes were shown continuously. There was 
also an evening lecture program. Facilities were 
provided for urine and blood-sugar tests; deter- 
minations were made while the persons tested waited 
and watched the procedures. 

The Diabetes Fair was announced to the public 
and the medical profession through newspapers, 
radio, television and medical journals. During the 
two days of the Fair 2215 persons were tested. 
Tests for urine sugar were carried out in 1976 per- 
sons and for blood sugar in 1321 persons. Such test- 
ing was not considered the primary purpose of the 
Fair but rather an adjunct to the educational 
features. Many of those requesting tests were known 
diabetics, and an ideal opportunity was afforded 
for urging those found to be under poor control to 
return to their physicians for treatment. 

Nonfasting specimens of blood and urine were 
obtained and analyzed immediately. The examina- 
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tion of sugar in the urine was made by the Galatest 
method and checked at times with Clinitest. Blood- 
sugar determinations were made on 0.1-cc. samples 
of capillary blood by the Wilkerson—Heftmann 
method,'* employing the Hewson Clinitron, an 
automatic machine that has been suggested for mass 
screening. This method gives true glucose values 
above or below a fixed level and is based on the 
procedure of Hagedorn and his co-workers.'® In 
this study, the test was adjusted to a fixed true 
blood-sugar level of 180 mg. per 100 cc.; above this 
the results were considered positive and below it, 
negative. 

Results 


Of the 2215 persons tested, urine analyses for 
sugar were made in 1976 persons, of whom 1082 
also had blood-sugar determinations. In addition, 
239 other persons had blood-sugar tests alone, 
making a total of 1321 who had blood-sugar tests. 
Urine tests alone were made on 894 persons. The 


Tasre 1. Results of Blood-Sugar and Urine Tests at the 
Diabetes Fair, Boston, November, 1950 


Tests Uanine Tests 
1 


No. of persons tested 1321* 976t 
Females. .... 174 595 
*239 had no urine tests. 
1894 had no blood tests. 


results of the blood-sugar and urine analyses are 
shown in Table 1. 

Of the 1976 persons who had urine tests, 1052 
showed glycosuria and 924 showed no sugar in the 
urine. Of the 1321 who had blood-sugar tests, 289 
had values above 180 mg. per 100 cc. The extraor- 
dinarily high incidence of glycosuria and hyper- 


Taste 2. Age Di ion of Persons With Hyperglycemi 
and with Blood Sugar. 
Ace Noamat Bioop Sucart 
yr. no. of persons % no. of persons % 
86 8.3 
caus 39 13.5 78 7.2 
50-99 1 10:7 ios 10.2 
.4 19 1.9 
nknown 6 2.1 25 2.4 
289 100.0 1032 100.0 


*A history of diabetes or glycosuria was given by 165 persons. 
tA history of diabetes or glycosuria was given by 225 persons. 


glycemia found in these persons is due to the fact 

that a high percentage of those tested were known 

nga and many others were relatives of dia- 
cs. 
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Distribution by sex of the population tested is 
shown in Table 1, distribution by age in Tables 2 
and 3. Two hundred and eighty-nine persons weré 
found to have hyperglycemia. Of these, 165 gave 
a history of diabetes or glycosuria. Of the 1032 
subjects tested and found to have normal blood- 
sugar values, 225 gave a history of diabetes or 
glycosuria. 

A study was made to determine whether the re- 
sults of the blood and urine tests were consistent. 
The findings are given in Table 4. 

Among the 289 cases of hyperglycemia there were 
197 with glycosuria, 34 without glycosuria and 58 


Taste 3. Age Distribution % Persons with Glycosuria and 


Those With Glycosuria. 

Ace Giycosuria* No Grycosvuriat 
yr. no. of persons % no. of persons % 
0.7 6 0.3 

6h ke 21 2.9 27 2.0 
Unknown .......... 12 1.9 17 1.1 
Totals 1052 100.0 924 100.0 


*A history of diabetes or glycosuria was given by 395 persons. 
tA history of diabetes or glycosuria was given by 41 persons. 


cases in which the urine was not tested. Of these 
289 patients, 165 gave a history of diabetes or glyco- 
suria. If a capillary-blood true glucose level above 
180 mg. per 100 cc. is diagnostic of diabetes these 
findings indicate that 124 hitherto unrecognized 
cases of diabetes were discovered during the fair. 

Of the 1032 subjects with normal blood-sugar 
levels there were 595 with glycosuria, 256 without 


Tasie 4. Urine Findings and History of Diabetes or Glyco- 
suria in Persons With je Ren x ph Those With Normal 
Blood-Sugar Values. 


Hypercrycemia Noamat Bioop Sucar 

No. HISTORY OF No. HISTORY OF 

or DIARETES OR or DIABETES OR 

PERSONS GLYCOSURIA PERSONS GLYCOSURIA 

cosuria 

Uries not tected 58 181 
289 165 1032 225 


glycosuria and 181 who did not have a urine test. 
In this group there was a history of diabetes or 
glycosuria in 225. With the history of so many 
probable diabetics in this group and with the large 
number of cases of glycosuria found, it would seem 
that the true blood-sugar figure of 180 mg. per 100 cc. 
chosen as the upper limit of normal was set at too 
high a level. Many of the known diabetics in this 
group had glycosuria with a true capillary blood- 
sugar level below 180 mg. per 100 cc. It appears, 
therefore, that urine testing for sugar is more sen- 
sitive in screening for diabetes than the blood-sugar 
method and criteria used in the fair. 


| 
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It is suggested that in mass surveys for diabetes 
detection tests for sugar be made on nonfasting 
urine specimens. If glycosuria is found, blood-sugar 
determinations yielding a definite value should then 
be made. 

A further analysis was made of the ages of the 
595 persons who had negative blood-sugar tests but 
showed glycosuria. Age distribution in this group 
appeared much the same as in those cases with 
hyperglycemia, and in fact was much the same as in 
all the subjects with normal blood-sugar tests, re- 
gardless of the urinary findings. Of the 595 persons, 
153 gave a history of diabetes or glycosuria. 

The comparable age distribution among persons 
with and without hyperglycemia and with and with- 
out glycosuria suggests that diabetes may be more 
common in the earlier decades than has been 
thought. This is in agreement with the findings of 
Sharkey and others'® in the Dayton survey. 

There were 34 persons with hyperglycemia but 
with negative urine tests. Eleven of these gave a 
history of diabetes or glycosuria. 


SELF-TESTING 


Self-testing as an additional aid in diabetes de- 
tection has been recommended, and in 1949 the 
Council of the American Diabetes Association 
officially approved self-testing. In 1950 the House 
of Delegates of the American Medical Association 
passed a resolution that recommended the instruc- 
tion of lay persons in the testing of urine for sugar. 
Individual home-testing kits containing Galatest 
or Clinitest and instructions for testing for sugar 
have been prepared by certain chemical concerns 
and are sold at drugstores. 

However, experience with self-testing projects 
throughout the United States has been so unsatis- 
factory from the standpoint of public participation 
that the American Diabetes iation plans to 
discontinue promotion of this form of detection.'™ 

As an example of the results of self-testing 
projects, the program carried out in Gloucester, 
Massachusetts, may be cited. 

An educational program?® was conducted in July 
and August, 1950, in Gloucester, Massachusetts, 
by physicians of that city and the Massachusetts 
Department of Public Health, to study various 
aspects of the extent to which a community will 
participate in self-testing as a diabetes-control meas- 
ure. In the month preceding the study, public 
interest in the self-testing program was secured in 
Gloucester through various types of publicity, with 
the co-operation of a citizen’s committee. 

Five thousand self-testing kits were distributed 
to the residents without charge through the local 
drugstores. Printed instructions for the collection 
and testing of the specimens and advice to report 
any suspicious findings to a physician were included 
in each kit. A registry of all persons requesting a 
kit was maintained through the co-operation of the 
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druggists. Of a total of 3252 persons who registered 
for and accepted kits, 1730 or 53.2 per cent per- 
formed the test, 1181 failed to do so and 341 persons 
could not be located for follow-up data. 

Comparison of performers with non-performers 
showed that the two groups were similar in respect 
to both age and education. The reported results of 
urinalysis showed that 86 per cent of performers 
obtained blue or negative reactions, 4.7 per cent 
obtained green or orange reactions on two occasions, 
5.4 per cent obtained a green test on one occasion 
and 3.5 per cent obtained a green test on one occasion 
with a subsequent blue test. Of the 1730 persons 
who tested their urine, 75 per cent reported no 
difficulty in performing the test, 8 per cent had 
difficulties, either in determining the color reaction 
obtained or in understanding the instructions, and 
17 per cent did not follow instructions. The most 
frequent cause among the 1180 persons who failed 
to use the kits was loss of interest (41 per cent) and 
the next (29 per cent) was difficulty in performing 
the test. In a final analysis of both these groups, 
25 to 29 per cent of lay persons had difficulty in 
performing and comprehending simple instructions 
for a simple test for sugar in the urine. Only 41 
of those who obtained suspicious results visited 
their physicians for follow-up studies. 

Although the Gloucester survey appeared to be 
an interesting educational study, the value of such 
a self-testing program in the general population is 
doubtful. It seems, judging by the amount of time 
and energy expended in such a program, that more 
persons could be tested to greater advantage if 
urine tests were made in standard laboratories. 
However, self-testing may be valuable in selected 
populations. 

A somewhat different type of lay participation in 
diabetes detection is illustrated by a survey of the 
Boston Health Department. As its contribution to 
the Diabetes Detection Program of 1948, the Boston 
Health Department” distributed, during chest x-ray 
surveys conducted among certain industries, 2000 
containers for submitting urine samples by mail. 
The recipient had merely to supply the urine and 
put a three-cent stamp on the container. The 
Health Department analyzed the samples submitted 
and advised the subjects of the results of the test. 
Of the 2000 containers distributed, 1133, or 56.7, 
per cent were returned. This indicated a similar 
degree of interest to the Gloucester survey. Six- 
teen specimens showed glycosuria with the Benedict 
Test; follow-up study revealed that 8 persons had 
known of the existence of sugar and 8 were un- 
aware of it. 


Diacnostic ProcepuRE 


When a patient is found to have glycosuria, it 
is important to determine whether or not hyper- 
glycemia is present. In cases with marked glyco- 
suria and a high blood sugar, the diagnosis of dia- 
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betes is simple and a sugar-tolerance test is un- 
necessary. On the other hand, if there is only a trace 
of sugar in the urine and a normal or borderline 
blood sugar, the sugar-tolerance test becomes an 
essential diagnostic procedure. It is of special value, 
too, in the recognition of renal glycosuria, as here 
diabetic therapy is not required. One should not 
wait for the cardinal symptoms of diabetes to de- 
velop before making urine tests, since so many have 
it without symptoms. 

It has too often been the practice to carry out 
tests with the patient in the fasting state. If gly- 
cosuria is detected on routine examination and if 
the fasting blood and urine-sugar results are normal, 
it has been assumed that the diagnosis of diabetes is 
eliminated. Such a procedure, no doubt, has been 
the cause of overlooking many mild cases of dia- 
betes. To illustrate this point, three cases are cited.” 
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of the varying strengths and amounts of solution 
used and the varying times taken for injection of 
the glucose solution. The intravenous test is sug- 
gested for special research problems or for cases 
with disturbances in absorption in the gastroin- 
testinal tract. For further details, a more compre- 
hensive report” of sugar-tolerance tests with methods 
and evaluation may be consulted. 

For practical purposes the standard oral glucose- 
tolerance test, if carefully performed, is reliable in 
the diagnosis of diabetes. In adults the giving of 
100 gm. of glucose is recommended. In children 
a common practice is to give 1.8 gm. of glucose per 
kg., or roughly 1 gm. per pound, of body weight. 

Diagnostic criteria vary greatly. In their own 
work, the authors have chosen blood-sugar levels 
of 130 mg. fasting and 170 mg. or more after a test 
meal in the presence of glycosuria as diagnostic of 


Tasre 5. Sugar Concentration in Blood and Urine in 3 Cases of Diabetes. 


Time Case l 
BLOOD URINE 
SUGAR SUGAR 
mg./100 
0 
After glucose: 


Case 2 Case 3 
BLOOD URINE PLOOD URINE 
SUGAR SUGAR SUGAR SUGAR 
mg. mg. {1100 
90 0 120 0 
390 +44 
175 +++ 193 +++ 


In each case a trace of sugar had been found in the 
urine during the day and when the fasting blood 
sugar and urine were analyzed they were found to 
be normal. However, after the ingestion of 100 gm. 
of glucose, the blood sugar rose above normal and 
the urine contained + to ++-+-+ sugar, as shown 
in Table 5. 


SuGarR-TOLERANCE TESTs 


In general, there are three types of glucose-toler- 
ance tests. In the standard tests, 100 gm. of glu- 
cose is taken orally after an overnight fast and the 
blood sugar is determined one-half, one, two and 
at times three hours after the ingestion of the glu- 
cose. In the Exton-Rose method,” 50 gm. of glu- 
cose is given after the fasting blood sugar has been 
determined. At the end of one-half hour a second 
blood sugar is taken and another 50 gm. of glucose 
is given. When another half-hour passes a third 
blood sample is obtained. In the case of the diabetic, 
the third blood sugar will be definitely higher than 
the second. As for the nondiabetic subject, the 
third blood sugar will be lower or only slightly higher 
(less than 10 mg.) than the second. In the intra- 
venous method, a given amount of glucose is in- 
jected and the blood sugar is determined at certain 
intervals after the injection of the sugar. Numerous 
investigators have used this method, but confusion 
has arisen concerning the results obtained, because 


diabetes. These values apply to venous blood with 
determinations made by the Folin—Wu or compar- 
able methods. There can be no doubt that it is 
preferable to use a procedure that eliminates non- 
glucose-reducing substances, which in certain cases 
may range from 30 to 78 mg. per 100 cc. of blood.?*: #6 
The most popular of the true blood-sugar methods 
now in use is the Nelson®? modification of the 
Somogyi procedure.** There is no definite agree- 
ment on diagnostic standards when true blood- 
sugar methods are used. However, Mosenthal?* be- 
lieves that the criteria of normality for true blood 
sugar in venous blood are: not more than 100 mg. 
per 100 cc. of blood in the fasting state; a maxi- 
mum height of the curve of 150 mg.; and a level 
of not more than 100 mg. two hours after the in- 
gestion of 100 gm. of glucose. A micro method yield- 
ing true capillary blood-sugar values is that of 
Lauber and Mattice.2* Another method using an- 
throne for the determination of true blood sugar 
has been described.*** 

Sugar tolerance may be influenced by certain 
factors such as previous diet, physical inactivity, 
thyroid disturbances, infections, liver disease and 
previous use of insulin.* Starvation or a low- 
carbohydrate or high-fat diet may produce a dia- 
betic curve in normal persons. Consequently, sugar- 
tolerance tests should be made under controlled 
conditions. 
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Prolonged physical inactivity may produce dimin- 
ished sugar tolerance. It has been found that the 
sugar tolerance is decreased in young and old pa- 
tients who had been confined to bed for one month 
to thirteen years with a great variety of diseases.™ 
Age in itself does not appear to have a definite rela- 
tion to the diminished sugar tolerance. These find- 
ings have been confirmed recently by Mosenthal 
and Barry.** 


Summer Camps For DIABETICS 


Prior to the discovery of insulin it was not appro- 
priate to speak of summer camps for diabetic chil- 
dren, as during the short life of such patients phys- 
ical activity had to be curtailed. With insulin it 
soon became evident that an essentially normal life 
over many years had become possible. Conse- 
quently, as early as 1925 a summer camp for diabetic 
children was established by Dr. Leonard F. C. 
Wendt of Detroit so that these children might enjoy 
the benefit of an out-of-door summer holiday just 
as their nondiabetic brothers and sisters were doing. 
The first camp to operate continuously (except for 
the war years) is Camp Ho Mita Koda, founded in 
1929 by Dr. Henry J. John of Cleveland.** In New 
England there are two camps, one for girls and one 
for boys. The girls’ camp, at Clara Barton’s birth- 
place in North Oxford, Massachusetts, is in its 
twentieth consecutive year of operation. The boys’ 
camp, the Elliott P. Joslin Camp, located 3 miles 
away in Charlton, Massachusetts, was first opened 
in the summer of 1948. Each camp accommodates 
56 children at a time and runs each summer for 
eight weeks (4 sessions of two weeks each at the 
girls’ camp) or nine weeks (3 sessions of three weeks 
each at the boys’ camp). At the girls’ camp there 
is an additional period of two weeks during which 
older diabetic women are invited. 

In a camp for diabetic children two types of 
programs must be considered: one of adequate 
medical supervision and one of diversified recrea- 
tional activities. The aim of a stay at such a camp 
is to allow the camper to have an enjoyable and 
profitable vacation with his diet and insulin dosage 
regulated for optimal control of the diabetic 
condition. This means that there must be a camp 
director in charge of all the usual activities of any 
summer camp and a staff of counselors qualified to 
supervise and teach sports such as swimming, canoe- 
ing, archery and baseball and to be responsible for 
nature study, music, dramatics, hikes and so forth. 
This means that there must also be a camp physician, 
assisted by nurses, laboratory technicians and a 
dietitian, who assumes responsibility for the general 
medical and diabetic welfare of the campers and 
supervises their instruction concerning the nature 
of diabetes and urine testing, diet regulation and 
insulin administration. 

Experience has shown that diabetes control as 
good as or better than that possible in hospitals 


DIABETES CONTROL — BLOTNER AND MARBLE 


573 


may be obtained under such conditions. There 
should be ample facilities for urine and blood test- 
ing, for the giving of various types of insulin and 
for the furnishing of weighed diets. 

The operation of a summer camp for diabetic 
boys has been described in detail by Gabriele and 
Marble** and by Stephens and Marble.*”? Experience 
in such camps has clearly shown their value. In 
the United States and Canada today there are only 
15 camps, with a total capacity of only a few hundred 
children. It has been variously estimated that 
there are 15,000 to 50,000 diabetic children under 
the age of fifteen in the population served by these 
15 camps. More camps are needed. They should 
be run as non-profit organizations, open to all re- 
gardless of race, creed or economic status. Their 
establishment and maintenance is a costly process 
but entirely feasible, since fees from campers able 
to pay will defray part of the expense and the rest 
may usually be made up with relative ease by 
solicitation of the general public. 


RESIDENTIAL SCHOOLS 


At the beginning of World War II, when children 
were being evacuated from the London area, it was 
found impossible to include diabetics in the ordinary 
evacuation schemes. Accordingly, a special resi- 
dential school for evacuated diabetic children was 
established. At the end of the war it was found 
that the unit continued to serve a community need. 
The sixty beds are said not to cover the demand, 
and there has been a large waiting list. Diabetic 
children who are unable to receive proper treatment 
at home are here given a chance of growing up into 
healthy and happy citizens.** 


Lire INsurRANCE FoR DIABETICS 


In the last several years certain life-insurance 
companies have begun to consider applications from 
persons with diabetes. They have done so on an 
exploratory basis, since there is no extensive ex- 
perience on which to calculate the risk involved. 
After due consideration many diabetics have been 
granted insurance, though often at increased rates. 
In evaluating the applicant’s insurability, the fol- 
lowing considerations have been taken into account, 
in addition to the usual items investigated concern- 
ing any applicant: age at onset of diabetes; dura- 
tion of diabetes; prescribed diet and degree of ad- 
herence to such; size of insulin dose and faithfulness 
in taking it; frequency of urine tests for sugar and 
usual results; common level of blood sugar; incidence 
of coma and severe hypoglycemic reactions; evi- 
dence of degenerative complications such as ret- 
initis, heart disease, hypertension, nephritis and 
peripheral vascular disease; chest x-ray films and 
electrocardiograms. Added to these is a tenth and 
important consideration, namely, how often the 
applicant consults his physician for examination and 
guidance. 
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The availability of life insurance and the fact that 
decision concerning insurability rests on these con- 
siderations indicate strongly to the patient the need 
and value of careful and continuous control of his 
disease. To the intelligent, thoughtful patient the 
implications are obvious. 

DiaBETES AND THE Civit-DerenseE Errort 

The military services reject persons with diabetes. 
Some have thought that this is not the best use of 
manpower, but the opposite and prevailing opinion 
was expressed succinctly in World War II by Joslin*®*: 
“. . .The diabetic quota useful for military service 
is relatively so insignificant, the hazards which both 
the diabetic and the government would undergo 
if they were inducted are so great and the need for 
their services in civilian occupations, where they 
would be less exposed to complications, so apparent, 
that the present rule to omit them from the draft 
appears proper.”” Furthermore, a survey of the days 
lost because of hospitalization of those who had or 
developed diabetes during military service in World 
War II shows clearly the wisdom of rejecting dia- 
betics for military service.“° However, diabetics 
can perform useful service in civil-defense programs. 

Another aspect of this problem deserves comment. 
What of the diabetic and his diet and insulin re- 
quirements in case of disaster due to enemy attack? 
This matter is receiving careful study by govern- 
ment agencies and by the American Diabetes As- 
sociation. The consensus is that with provision of 
simplified diet schedules for use during crises this 
aspect of their treatment need not present any 
great problem. Suggestions for such simplified 
diets have been prepared and will be available in 
time of need. Detailed plans have been made for 
ensuring that adequate supplies of insulin will be 
available in presumably safe areas of storage for 
use and distribution in time of disaster. 


Tue Diasetic 1n INpustry 

It is now recognized that the patient with well 
controlled diabetes is physically able to engage in 
almost all nonmilitary activities for which he would 
be qualified if he did not have diabetes. Even in 
strenuous competitive sports, diabetics who take 
insulin have achieved distinction. Furthermore, 
diabetics are now following diverse occupations and 
holding positions in a wide variety of major indus- 
tries. There are few occupations, indeed, from which 
diabetics who take insulin need be excluded. These 
few are those in which the worker has more or less 
constantly in his hands the safety of others as well 
as himself. Such few occupations are those of loco- 
motive engineer, airplane pilot, bus driver or worker 
on high buildipgs or with potentially dangerous 
machinery. Although in such positions the chance 
of hazard to the worker or his associates from a 
severe insulin reaction or incipient acidosis is rela- 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Oct. 11, 1951 


tively small, the possibility exists, and there is an 
abundance of other work for the diabetic to do. 

Some reference has already been made to the 
detection of diabetes in industrial workers, particu- 
larly in the Dayton survey. The subject has been 
discussed at some length by Root." 

In general, some physicians and most diabetics 
are convinced that diabetes does not constitute a 
vocational impairment. Whatever the truth of this 
matter, the fact remains that diabetes is regarded 
at present as a handicap to employment.“ The 
Committee on Employment of the American Dia- 
betes Association, after careful consideration with 
both labor and industry, has submitted an excellent 
plan for criteria in employment. 
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CASE 37411 


PRESENTATION OF CASE 


A forty-four-year-old woman was admitted to 
the hospital because of dyspnea, abdominal swell- 
ing and ankle edema. 

Ten years before admission she first noted the 
gradual onset of exertional dyspnea, fatigue, weight 
loss, ankle edema and a dry cough. After five weeks’ 
treatment by bed rest and digitalis she had made a 
complete symptomatic recovery and was able to 
discontinue the digitalis and resume heavy work. 
Five years before admission she again noted the 
onset of extreme fatigue, dyspnea at rest, dry cough, 
palpitations, mild orthopnea and, for the first time, 
cyanosis of the lips. She failed to follow the advised 
program of rest, and four years before admission 
she collapsed and entered another hospital, appar- 
ently critically ill. She was confused and disoriented 
and had abdominal swelling, ankle edema, hemop- 
tyses and epistaxes. A thoracentesis was performed, 
with removal of pink fluid. She was given mercurial 
diuretics and placed on a salt-free diet and subse- 
quently always took some type of digitalis prepara- 
tion. She was partially bedridden for the next three 
years because of dyspnea and leg and abdominal 


swelling. One year before admission, after a few 
months of activity, the symptoms became more 
severe, with the addition of joint pains; from that 
time on she was almost completely bedridden and 
always slept in the orthopneic position. There was 
some improvement on therapy with mercurial diu- 
retics. Shortly after the episode described above 
she was studied in another hospital, at which time 
she showed gross cardiac enlargement, evidence of 
mitral stenosis and regurgitation with auricular 
fibrillation, moderate pulmonary congestion, evi- 
dence of liver enlargement and some degree of 
abdominal fluid but very little leg edema. The blood 
pressure was 110 systolic, 70 diastolic. X-ray ex- 
aminations of the chest revealed a number of rounded 
densities within the chest that suggested metastatic 
malignant disease. (Chest films taken two years 
prior to this apparently showed similar densities.) 
An intravenous pyelogram and barium-enema 
examination were negative. At approximately this 
time there was the onset of edema and pruritus of 
the vulva and vagina, with vaginal discharge and 
spotting. The menopause had occurred three years 
previously. A gynecologic consultant found a 
urethral caruncle, which was later excised, but no 
evidence of pelvic disease. She was treated with a 
strict low-sodium diet, digitalis, ammonium chloride 
and mercurial diuretics, with only mild improvement. 
One month before admission she became almost 
totally refractory to the diuretics. She was troubled 
chiefly by the increasing size of the abdomen but 
had relatively little dyspnea. A chest x-ray film 
showed no change in the masses previously observed. 
Approximately one gallon of fluid was removed by 
abdominal paracentesis. The specific gravity was 
1.012, and cytologic smears were negative. 

At the age of twelve she was hospitalized because 
of “St. Vitus dance” and recovered apparently with- 
out residual symptoms. At the age of nineteen, 
after an attack of severe tonsillitis, she had an ill- 
ness diagnosed as acute rheumatic fever that was 
characterized by migratory joint swellings, fever 
and palpitation. She was treated by three months’ 
bed rest and diphtheria antitoxin. At the age of 
thirty she had an episode of severe upper-abdominal 
pain associated with difficulty in breathing; she 
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was treated by strapping and gradually improved. 
She was gravida VIII and para IV. The first two 
children were born before she was nineteen, the last 
one when she was twenty-eight years of age. During 
the last trimester of one pregnancy there was an 
episode of vomiting and jaundice. For the ten years 
before admission there had been several episodes 
diagnosed as pneumonia. 

Physical examination revealed a pale, cachectic 
woman who appeared older than her stated age. 
The lips were cyanotic and the neck veins dis- 
tended and pulsating. There was questionable 
dullness with coarse rales and increased vocal frem- 
itus at both lung bases posteriorly. The heart was 
enlarged to the anterior axillary line in the fifth 
left intercostal space and extended 3 to 4 cm. to the 
right of the right sternal border in the fifth inter- 
costal space. The heart sounds were loud and the 
rhythm was grossly irregular, with no pulse def- 
icit. Harsh Grade III mid-diastolic and systolic 
murmurs were heard over the apex. There was a 
Grade II pulmonic systolic murmur. A thrill was 
palpable in the fourth intercostal space about 10 
cm. to the left of the left sternal border. The mitral 
first sound was louder than the second, and the pul- 
monic second sound was louder than the aortic. 
The abdomen was protuberant, with a fluid wave. 
A firm, somewhat tender liver extended 4 finger- 
breadths below the right costal margin, and the 
spleen tip was felt under the left costal margin. 
The extremities were wasted; there was ankle edema, 
marked on the right and somewhat less so on the 
left. Pelvic examination showed reddened and 
tender labia minora. Dark-red, friable, easily bleed- 
ing, tender tissue covered the urethral orifice and 
extended to the clitoris, around the vaginal introitus 
and inside the vaginal wall. The cervix was red and 
tender and bled easily. 

The temperature was 98.3°F., the pulse 88 and 
the respirations 24. The blood pressure was 120 
systolic, 80 diastolic. 

Urinalysis showed a specific gravity of 1.018 and 
rare casts in the sediment. On examination of the 
blood the white-cell count was 8600, with a normal 
differential, and the hemoglobin 13 gm. The non- 
protein nitrogen was 37 mg. per 100 cc., the total 
protein 6.99 gm. with an albumin-globulin ratio of 
1.5 and the alkaline phosphatase 4.8 units per 100 
cc.; the carbon-dioxide combining power was 26 milli- 
equiv., the chloride 104 milliequiv. and the sodium 
139.8 milliequiv. per liter. The cephalin floccula- 
tion was +-+ after 48 hours and the prothrombin 
time 23 seconds (normal, 15 seconds). A bromsul- 
falein test showed 14 per cent retention. The venous 
pressure was equivalent to 23 cm. of saline solution, 
with marked slow pulsations of the column; the 
circulation time (Decholin), arm to tongue, was 
37 seconds. The vital capacity was 2.1 liters. A 


catheterized urine culture showed no growth. An 
electrocardiogram showed auricular fibrillation at a 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Oct. 11, 1951 


rate of 100, a QRS interval of 0.08 second, right- 
axis deviation, prominent R waves in Leads V,, 
V. and Vz, absent S waves in Leads V; and V4, 
moderate S waves in Lead Ve, sagging ST segment 
in Leads 2, 3, AVF, V2, V4 and Vs and T waves up- 
right in Lead AVL and inverted in Leads 2, 3, AVF, 
Vv. and Vs. 

X-ray films of the chest showed prominent vas- 
cular shadows throughout both lung fields as well 
as prominence of the right lung root. Within the 


Figure 1. Posteroanterior Film of Chest. 
Note cardiac te moderate congestion of pulmonary 


vessels throughout both lungs and huge tortuous vvlindrical 
densities in left upper lobe. 


left upper lobe were at least 3 large ovoid areas 
of increased density, the largest measuring 6 cm. in 
diameter. In the upper portion of the left hilus were 
smaller rounded densities (Fig. 1). The lowest 
mass extended anteriorly to the pleural surface 
(Fig. 2). The left main bronchus appeared elevated 
and compressed proximal to its bifurcation. The 
left auricle and left ventricle were enlarged. The 
right leaf of the diaphragm was lobulated, the left 
partly obscured by a small amount of fluid. The ap- 
pearance of the lobulation of the diaphragm seemed 
different from that on the outside films submitted 
for comparison. Roentgenkymograms demonstrated 
transmitted pulsations in the masses in the left 
chest but no definite expansile pulsations. Electro- 
kymograms showed pulsation in the upper shadow 
in the left lung similar to those of the pulmonary 
artery; the pulsations of the lower shadow were 
like those of the jugular venous pulse. Gastrointes- 
tinal series and intravenous pyelograms were nega- 
tive except for some distortion of the left lower 
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ureter and left half of the bladder by extrinsic pres- 
sure. 

A biopsy of the cervix and vagina was reported 
as papilloma with no evidence of cancer. Paracen- 
tesis yielded 3500 cc. of clear straw-colored fluid, 
which contained 3.5 gm. per 100 cc. of protein. 
Cytologic smear of the fluid was negative for tumor 
cells, and there was no growth on culture. On the 
thirteenth hospital day the patient had an episode 
of chilliness, fever, cough and drowsiness, and the 


Ficure 2. Right Anterior Oblique View of Chest. 
The cylindrical densities of the left upper lobe are in contact 
with the anterior surface. 


lungs were found to be full of rales. She was treated 
with penicillin; the condition subsided after several 
days. For the next few days she continued to be 
drowsy, unco-operative and anorexic. The pulse 
ranged around 100, and there was a ten-pound 
weight loss. The abdomen was again distended with 
fluid. The patient improved somewhat after this 
and was discharged on the twentieth hospital day 
on a low-sodium diet, digitoxin and _ stilbestrol 
vaginal suppositories, 0.5 mg. twice daily. 

At home the dyspnea and edema gradually be- 
came worse, cyanosis was marked and the patient 
was almost completely bedridden. Frequent in- 
jections of mercurial diuretics and frequent para- 
centeses were necessary. She began to deteriorate 
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rather rapidly and died at home, rather suddenly, 
almost two years after discharge, at the age of 
forty-six years. A chest film taken two months 
before death showed no change in the pulmonary 
densities. 


DiFFERENTIAL D1aGnosis 


Dr. Epwarp F. Bianp*: Dr. Castleman gave me 
a few x-ray films to study before today’s conference. 
They cover a period of about four years before 
death. If I had only read this history I should be 
reasonably certain that this patient had chronic 
rheumatic heart disease with long-standing fibril- 
lation and failure, but the findings noted in the 
films have altered somewhat my conclusions. They 
are unusual in several respects. I have never seen 
exactly this picture before. Therefore, before I ask 
Dr. Hanelin for his interpretation I should like to 
make a few observations and have him comment 
later. In the first place, — and this is important, 
— there was no change over a period of at least 
four years. 

Dr. Josern Haneuin: I have one chest film 
made in 1946. 

Dr. Brann: Did the patient die this year, Dr. 
Castleman? 

Dr. Benjamin CasTLeMAN: Yes. 

Dr. Buianp: For five years, then, there was no 
change in the x-ray films. It is obvious that those in 
charge throughout this period were looking care- 
fully for cancer and had in mind a hypernephroma 
(possibly a hepatoma), which might give this pic- 
ture, although the unilateral distribution of the 
masses is most unusual. It would be unusual for a 
hypernephroma or lymphoma of this size to be 
unilaterally placed. Furthermore, the densities do 
not look like neoplastic masses to me; they are too 
round and too smooth. They have the appearance 
of distended tortuous vessels — venous rather than 
arterial. Moreover, the cylindrical shape of the 
densities suggests that they are full of blood. The 
whole length of a vessel would hardly be as tortuous 
as these if it were thrombosed. Another peculiar 
finding is that in the oblique view one of these ves- 
sels is placed far anteriorly — actually against the 
pleural surface. It is difficult to believe that a nor- 
mally placed pulmonary vein or artery could occupy 
this position, even with extreme dilatation. More- 
over, it is unusual that these vascular shadows are 
limited entirely to the left upper lobe, as far as I 
can make out, although there is moderate generalized 
congestion of the whole pulmonary circuit and 
the clinical course is clearly that of strain on the 
right side of the heart and congestive failure. There- 
fore, from the clinical course and these x-ray films 
it is clear that this patient had too much blood in 
the pulmonary circuit and that it had been there 
for a long time. It had led to chronic right-sided 
heart failure with localized marked dilatation of the 
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vessels, largely limited to the upper lobe of the 
left lung. 

Could hepatoma by any chance do that? The 
lobulated liver was under suspicion, but all the 
studies of hepatic function seem to me to add up to 
chronic congestion of the liver and nothing more. 
Hepatoma often extends to the lung by way of the 
venous circuit and may cause hilar masses but is 
hardly localized in one lobe only. Furthermore, 
neoplastic disease would not remain stationary 
this long — and certainly extensive tests were made 
to rule out disease elsewhere in the body during the 
several years of this patient’s final illness. There- 
fore, I am willing to dismiss neoplastic disease as 
having no part in this picture. 

My p then, is to decide why this patient 
had too much blood in the pulmonary circuit and to 
identify the vascular shadows in the left lung. The 
murmurs, as described, and the past history of 
St. Vitus dance and rheumatic fever certainly sug- 
gest mitral-valve disease. Both diastolic and sys- 
tolic murmurs were heard at the cardiac apex. We 
are even told in the protocol she had mitral stenosis, 
but when the heart is large and dilated, murmurs 
may appear at the apex that simulate mitral stenosis 
without actually indicating such. However, there is 
other convincing evidence that this patient must 
have had mitral-valve disease — auricular fibrilla- 
tion for 5 or 6 years before death. Patients with cor 
pulmonale or congenital defects rarely fibrillate, 
although some who have interatrial septal defects 
ultimately develop fibrillation. The waxing and 
waning of this patient’s heart failure over so long a 
time is another indication that she had rheumatic 
heart disease with mitral stenosis, but this alone 
does not explain the whole picture. 

What else could it have been? One immediately 
thinks of Lutembacher’s syndrome — a combina- 
tion of an atrial septal defect and mitral stenosis. 
That characteristically gives a picture somewhat 
resembling this in patients who may do very well 
for years. This patient was never seriously troubled 
with pulmonary edema, and she had only one epi- 
sode of hemoptysis. This much stasis in the lungs, 
by x-ray, if due to uncomplicated mitral stenosis 
could hardly exist so long without serious pulmonary 
complications. All of this suggests that the pul- 
monary pressure, — although there was obviously 
a vast amount of blood present, — might not have 
been excessive. What are the points, then, against 
a diagnosis of Lutembacher’s syndrome? If these 
vessels seen in the x-ray films were bilateral I would 
almost be willing to discount the significance of 
the one placed far anteriorly, but somehow it does 
not seem that Lutembacher’s syndrome alone can 
fully explain this whole picture. 

When one goes beyond that he is on shaky ground 
as far as clinical experience is concerned. What 
else could do this? How could so much extra blood 
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get into the pulmonary circuit? It could get there 
through a patent ductus, but that does not pro- 
duce this sort of picture — and besides, when there 
is heart failure it is of the ventricular type. There 
is nothing here that suggests patent ductus to me. 

What then? Well, other communications can 
occur between the aortic and pulmonary circuits. 
One intriguing example has been recorded,' in which 
the pulmonary artery to the left upper lobe came 
off the aorta. I do not know exactly what x-ray 
picture one would expect under those circumstances, 
but the strain should have been on the systemic 
circulation to that one lobe. This seems too unlikely 
a possibility to be considered further. 

What else can I offer to explain this? There are 
a few examples in the literature,— and they are 
not too uncommon, — in which one or more or even 
all of the pulmonary veins return to the right auricle 
instead of entering the left auricle. If there are 
only one or two with that anomaly, they usually 
cause no serious trouble. In the face of high pres- 
sure in the right auricle over a long period of time 
I suppose there might ultimately be some back 
pressure in the pulmonary veins, but that seems too 
unlikely here. 

Does the patient have, in addition to rheumatic 
heart disease, an angioma of the left upper lobe with 
widely dilated vascular channels? These pulsated by 
fluoroscopy, so they could not have been completely 
thrombosed, although it is likely that some of them 
may have been partially blocked. Or could throm- 
bosis at the left-auricle level cause enough stoppage 
and back pressure in the pulmonary veins to give 
this picture? I do not think so, because when Dr. 
Richard H. Sweet produces a pulmonary azygos 
shunt outside the heart for mitral stenosis he actu- 
ally blocks a large pulmonary vein, and transiently 
we see for a week or two some haziness of the re- 
lated lung field but no persistent dilatation of the 
vessels. That is the only clinical counterpart I can 
think of to help rule out that unlikely possibility. 

And now, Dr. Hanelin, will you tell us what 
you think? It seems to me that this is really an 
x-ray problem. On the kymogram I think these 
structures did pulsate in two directions. That does 
not actually rule out transmitted pulsation, but the 
fluoroscopist has described what appeared to be 
arterial pulsation in the upper and venous in the 
lower mass. 

Dr. Haneuin: That was not the fluoroscopist’s 
description. The pulsations were noted in the elec- 
trokymograms. 

In the x-ray films extending over a five-year in- 
terval, as Dr. Bland has intimated, there is not 
any real change. The heart is huge, and there is 
evidence that the right ventricle is the chamber 
chiefly involved, as the heart extends far anteriorly, 
and there is also fullness in the left-auricular area. 
Both lungs show the picture of congestion, and 
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these unusual densities are seen in the left upper 
lobe, which on analysis seem to be tortuous cylin- 
ders with the appearance of huge vessels (Fig. 1 
and 2). Whether these represent arterial or venous 
channels I do not know, and I do not know how to 
be certain without angiocardiography. It has been 
argued that they represent veins, because of their 
peripheral extension to the pleural surface. The 
appearance of the left upper lobe differs markedly 
from the rest of the lung and suggests an arterio- 
venous malformation— or perhaps an angioma, 
as Dr. Bland has mentioned. 

The possibility of thrombosis might also be con- 
sidered. The general picture of the lung fields is 
not that of an uncomplicated chronic pulmonary 
arterial thrombosis. Congestive changes are too 
marked for that. However, in the left lower lung 
field there is a relative scarcity of the vascular shad- 
ows as compared to the number in the right lung; 
that does raise the possibility of some process within 
the left pulmonary artery that might be partially 
or totally occluding the pulmonary arterial supply 
to that segment of the lung. There is a small amount 
of fluid at the left base, but at no time is much fluid 
seen within the lung— even in films taken shortly 
before death. There is nochange in the right leaf of 
the diaphragm over a two-year period; it is there- 
fore unlikely that its lobulated contour is of any 
real significance. 

Dr. Buianp: There is one other condition that I 
should mention. A number of cases have been 
reported in which there has been an arteriovenous 
communication in the lung, but the characteristic 
syndrome associated with such a lesion includes a 
continuous bruit over the area, polycythemia and a 
high degree of cyanosis. An arteriovenous com- 
munication in this lobe seems a most remote pos- 
sibility. 

Angiomas have been discovered in both the lung 
and other organs of the body at the same time; 
that is the only way in which I could possibly con- 
nect the lung condition with the enlarged liver. 
However, I think the hepatic changes can be fully 
explained by chronic congestion alone. I shall not 
worry too much about that. 

In conclusion, I believe this patient had chronic 
rheumatic heart disease with mitral stenosis and 
regurgitation. I think that there was possibly an 
atrial septal defect to account for so much blood in 
the pulmonary circuit — plus something else in the 
left upper lobe. The best guess I can make is that 
there was some type of vascular lesion in that lobe 
— possibly an angioma with dilated venous channels 
and possibly some areas of thrombosis. 

I should like to ask what the clinical diagnoses 


were. 

Dr. Benjamin CastTLEMAN: This case was dis- 
cussed at Medical Grand Rounds in 1950 and pub- 
lished as a case of Lutembacher’s syndrome.” 

Dr. Ricuarp J. Ciarx: Two clinically striking 
things about this patient were the degree of emacia- 
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tion, — she certainly looked like a patient who might 
well have been dragged down by malignant disease, 
— and the extremely hard liver, which was thought 
by some to be slightly irregular. The degree of 
ascites was also striking. Our first thought was 
that this was rheumatic heart disease complicated 
by malignant disease. Many radiologists saw the 
films; their first impression was hypernephroma 
with a question of hepatoma. The constancy of 
the x-ray findings as we observed them over a 
period of time finally influenced us against the 
diagnosis of malignancy. Our final diagnosis was 
quite similar to Dr. Bland’s — rheumatic heart 
disease with mitral stenosis and an auricular septal 
defect, and in addition an abnormality of the pul- 
monary arterial system, likely an aneurysmal defect. 

Dr. Biann: This would have been an ideal case 
for special studies, but I suppose the patient was 
too sick for either angiograms or catheterization. 

Dr. Crarx: That was considered when she was 
in the hospital, but when she developed the pneu- 
monia we believed she was too sick and that nothing 
would be gained by it. 

Dr. Paut D. Wuite: This case has been beauti- 
fully discussed. I have little to add. I have never 
seen anything like it. The case that Dr. Bland 
referred to,' with the left pulmonary artery coming 
off the aorta, had the symptom of hemoptysis on a 
number of occasions and showed a mass in the left 
lung largely hemorrhagic because of bleeding from 
the high pressure in that pulmonary artery that 
came off the aorta. That case did not otherwise at 
all resemble this one. I think that the shadows 
in the lung must haye been vascular, but whether 
they were arterial or venous I do not know. 

Dr. Donan S. Kine: I do not believe she had 
a tumor; I think it was vascular. 

Dr. Rosert L. Bere: Another type of venous 
formation that might produce this picture has been 
described by Ferguson and others’ as a cause of 
hemoptysis, that is, varices of the bronchial veins. 

Dr. Bianp: That condition has no bearing on 
this x-ray picture. The bronchial varices are never 
visualized by x-ray examination. They are the 
lesions that patients with mitral stenosis bleed 
from and hence sometimes exsanguinate themselves. 
I do not think that could offer an explanation here. 


DiaGNnoses 
Rheumatic heart disease with mitral stenosis. 
Lutembacher’s syndrome. 
Multiple aneurysms of the pulmonary artery. 
Congestive heart failure. 


Dr. Biann’s DiaGNoses 
Rheumatic heart disease with mitral stenosis. 
?Atrial septal defect. 
?Angioma of left upper lobe, with dilated veins. 
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ANATOMICAL DIAGNOSES 


Rheumatic heart disease with mitral stenosis. 

Pulmonary varices, multiple, congenital, left upper 
lobe. 

Cardiac hypertrophy and dilatation with right 
heart failure. 

Anasarca. 

Cardiac cirrhosis. 

Osteoporosis. 

Parathyroid hyperplasia, secondary. 


PaTHOLocicaL Discussion 


Dr. CastLemMAn: This patient died at home; 
through Dr. Clark’s efforts we obtained permission 
to perform an autopsy in an undertaking parlor. 
Unfortunately, the prosector did not know the 
entire history of this case, and because it was thought 
that these lesions in the lung might be tumor nodules 
the lungs were not injected before sectioning; this 
would have been the best way to study them. The 
woman weighed about 80 pounds at the time of 
autopsy, was extremely emaciated and showed 
severe anasarca — ++-++ pitting edema and 4 
liters of ascitic fluid — but only 200 cc. of fluid in 
the right pleural cavity. The left pleural cavity was 
obliterated by adhesions. The heart was large and 
weighed over 500 gm.; the hypertrophy was right 
sided, the right ventricle measuring 6 mm., which 
is about twice normal size. 

Dr. Wuite: Did the electrocardiograms show a 
high or slight degree of right-ventricular enlarge- 
ment? 

Dr. CasTLemMAN: Here is the electrocardiogram. 

Dr. Wuite: The electrocardiogram shows a 
high degree, in keeping with a Lutembacher syn- 
drome. 

Dr. CastLemMan: There was an old pericarditis, 
apparently the result of rheumatic infection. She 
did have a mitral stenosis of a very severe degree. 
The left auricle was not so large as one might expect 
with this type of “button-hole” mitral valve, al- 
though the other chambers were enlarged. There 
was no interauricular septal defect and no other 
congenital anomaly in the heart. The aortic valve 
showed a mild degree of endocarditis as a result of 
the old rheumatic infection. The microscopical 
examination of the heart muscle showed one sug- 
gestive Aschoff body and small scars possibly the 
result of old rheumatic myocarditis. 

The lungs, as was expected, were extremely in- 
teresting. They weighed 820 gm., which is only 
slightly above normal, indicating no appreciable 
degree of edema; this was confirmed microscopically. 
The pulmonary artery was markedly dilated on 
both the right and the left side and showed a great 
deal of atherosclerosis, which is what one ordinarily 
expects with mitral stenosis of this degree. The 
pulmonary vein was also markedly dilated — more 
so than one would expect with a mitral stenosis. 
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In this photograph of the left lung the vein has 
been cut and a section has been removed. Beyond 
the distal cut end, which leads into the upper lobe, 
there is a large dilatation of the vein, which com® 
municates with a series of saccular dilatations, in- 
cluding one, as Dr. Bland predicted, close to the 
pleural surface (Fig. 3). There were branches 
coming off these distended pulmonary veins; hence 


Ficure 3. Left Lung, Showing Varices of Upper Lobe. 
PA=pulmonary artery; PV =pulmonary vein; V =varix of 
pulmonary vein. 


what we have here are varices of the pulmonary 
vein. These can be better seen in this schematic 
drawing (Fig. 4), which shows that there were five 
of these varices, all in the left upper lobe. In one 
place on the intima we found an atherosclerotic 
plaque with calcification but no mural thrombus. 
Microscopical sections showed that this was a real 
vein with muscle and elastic tissue in the media. We 
tried hard to find a communication between these 
varices and branches of the pulmonary artery but 
found none. I agree with Dr. Bland that if it had 
been present she should have had polycythemia, 
clubbed fingers and perhaps cyanosis. Dr. Wilma 
Canada, who performed the autopsy, informs me 
that only six cases of pulmonary varices have been 
reported in the literature‘: and that they have 
shown single rather than multiloculated varices. 
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Iaterestingly enough, all but one have been located 
in the left upper lobe. As Dr. Bland mentioned, 
the pulmonary vein’s entering the systemic cir- 
culation through either the innominate or azygos 
vein is a fairly common anomaly; this anomaly 
is usually observed in the pulmonary vein from 
the left upper lobe, so embryologically there might 
be some connection. It is interesting to speculate 
on what effect this reservoir of blood might have 
had on the mitral stenosis. I am fairly certain 
that this is a congenital anomaly and that per- 


Ficure 4. Schematic Drawing of Pulmonary Varices. 


haps before she developed the mitral stenosis these 
varices were fairly small and probably would not 
have been seen radiologically or even at autopsy. 
The mitral stenosis increased the pressure in the 
left auricle and the pulmonary veins and ballooned 
out the varices. 

Dr. Wuite: The left auricle is big enough to 
raise the left bronchus. 

Dr. CastTLeMANn: It was large — but certainly not 
so large as would be expected with a mitral stenosis 
of this degree. 

Dr. Brann: Have the recorded cases prior to 
this one been associated with mitral stenosis? 

Dr. CastLeman: No. In two cases the patients 
died of a rupture of one of these cystic dilatations 
into the pleural cavity. One died of a cerebral 
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embolus from a mural thrombus in the varix. The 
others were incidental findings. 

Dr. Waite: Do you ever find any slight vari- 
cosities of the pulmonary veins with severe mitral 
stenosis? 

Dr. CastLteman: They are dilated, but I have 
never seen any real varices. 

Dr. Buanp: As Dr. Berg said, patients with mitral 
stenosis who bleed usually do so from the bronchial 
veins, which is an attempt by nature to develop a 
collateral circulation. 

Dr. CAsTLEMAN: 
not enlarged. 

Dr. Wuite: You consider this varicose vein a 
congenital defect? 

Dr. CastLeMAN: Yes, aggravated by the mitral 
stenosis. I think the fact that it was in that one 
lobe only is pretty much against its being an ac- 
quired lesion. There was no evidence of infection. 

Dr. Buanp: This massive reservoir of blood in 
the left lung seemed to have given her pulmonary 
circulation some protection (as with atrial septal 
defects), perhaps by dampening the acute increments 
in pressure, because she never really went through 
the stages of acute recurring pulmonary edema and 
only raised a little blood once. Most patients with 
this degree of mitral stenosis have recurring pul- 
monary symptoms of that order. 

Dr. CastLeEmMAn: The liver was not enlarged but 
showed a great deal of chronic congestion and car- 
diac cirrhosis. An interesting finding was severe 
osteoporosis of the bones, undoubtedly a disuse 
atrophy; there was also secondary hyperplasia of 
the parathyroid glands, which does not ordinarily 
go with osteoporosis. I don’t know how to explain 
it; there was nothing in the kidneys to account for it. 


The bronchial arteries were 
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CASE 37412 


PRESENTATION OF CASE 


A thirty-eight-year-old woman was admitted to 
the hospital because of severe lower-abdominal 
pain. 

For the previous two or three months the patient 
had noted gradually increasing abdominal girth 
without significant associated weight gain or other 
symptoms. However, seven days prior to ad- 


mission, while sitting in a chair, she was suddenly 
stricken with a crampy lower-abdominal pain, more 
on the left than on the right side. This was accom- 
panied by nausea and vomiting, but all the symp- 
toms subsided in about half an hour and she then 
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felt quite well. She experienced two additional 
similar episodes, twenty-four and eighteen hours 
prior to admission. An examination by her family 
physician five hours prior to entry provoked a re- 
currence of the acute lower-abdominal pain and 
vomiting. There was no history of weight loss or 
gain, as the patient stated that she had weighed 
102 pounds a year ago and that her present weight 
was 103 pounds. Her bowel habits had been normal, 
without history of melena, and she had had a normal 
bowel movement just prior to admission. 

Prior to the present illness the patient had en- 
joyed good health and had no history of serious 
illnesses or operations in the past. The patient was 
para II and gravida II. The menstrual history was 
not unusual; the periods were regular every 28 days, 
the last menses having occurred four weeks pre- 
viously. There was no history of either inter- 
menstrual bleeding or discharge. 

Physical examination revealed a well developed 
thin woman who was in acute pain. The lower 
abdomen was protuberant, and although no definite 
shifting dullness could be elicited it was thought 
that abdominal fluid was present. Marked tender- 
ness was present over both lower-abdominal quad- 
rants, more pronounced on the left side. Examina- 
tion of this region was accompanied by voluntary 
spasm. No definite abdominal mass could be made 
out by palpation. Peristalsis was present and nor- 
mal in pitch. On pelvic examination tenderness was 
elicited on motion of the cervix to either side; there 
was also tenderness in both vaults. No definite 
mass was outlined, although one observer reported 
a sensation of a mass in the cul-de-sac. The uterine 
fundus could not be outlined. Examination of the 
heart and lungs was negative. 

The temperature was 98.8°F., the pulse 90 and the 
respirations 20. The blood pressure was 95 systolic, 
75 diastolic. 

Examination of the blood showed a hemoglobin 
of 12.5 gm. and a white-cell count of 18,300. The 
urine examination was negative. An abdominal 
x-ray film disclosed a ground-glass density over- 
lying the pelvis that appeared to represent either a 
localized collection of fluid or a mass. There was 
scattered gas in both large and small bowels without 
definite dilatation of either. 

Png operation was performed on the first hospital 


DiFFERENTIAL D1AGNosis 


Dr. Lamar Soutrer*: Dr. Wyman, may I look 
at the x-ray films now? 

Dr. Stantey M. Wyman: Only a single film is 
available; as recorded, it shows rather indefinite 
hazy density, particularly in the lower abdomen 
overlying the pelvis, suggesting fluid. The bladder 
shadow can be outlined separately from this and has 
a convex upper border, suggesting that there is no 
mass indenting or compressing the bladder. The 


*Assistant surgeon, Massachusetts General Hospital. 
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small bowel contains gas but is not distended. The 
walls of the abdomen are somewhat convex, again 
suggesting possible fluid in the abdomen. I cannot 
outline the abdominal viscera. 

Dr. Soutrer: The patient’s history was brief. 
The earliest symptoms appeared seven days before 
entry, and she had no severe symptoms until 
twenty-four hours before she was admitted. She 
had, however, noted increasing girth without weight 
gain for several months. The abdomen was described 
as protuberant. The physical examination sug- 
gested the presence of ascites; the x-ray findings 
were consistent with either a pelvic mass or fluid; 
and I should say from listening to Dr. Wyman that 
it was more consistent with fluid than with a pelvic 
mass. The symptoms that led her to visit her private 
physician were crampy lower-abdominal pain, 
nausea and vomiting. To this can be added the 
signs of tenderness and spasm in the lower abdomen, 
particularly on the left, pain on motion of the cervix 
and leukocytosis. These known facts enable me to 
emphasize some diagnostic possibilities and par- 
tially, at least, to eliminate others. 

Disease of the intestinal tract would be the first 
consideration of the clinician. He would have to 
consider appendicitis, inflamed Meckel’s diverticu- 
lum, regional enteritis, diverticulitis and various 
causes of intestinal obstruction. The history of 
abdominal swelling, the question of abdominal 
fluid and the pain on the left side militate against 
appendicitis or Meckel’s diverticulum. The lack 
of bowel complaints in the previous history, the 
lack of blood in the stools and the lack of tenderness 
in the midabdomen are against regional enteritis. 
Diverticulitis is unlikely without any changes in 
the bowel habits, and this condition is rarely ac- 
companied by ascites. Intestinal obstruction has 
been virtually eliminated by the x-ray findings. 
The possibility of gastrointestinal or other neoplasm 
with pelvic metastases is attractive, but the general 
well-being of the patient without weight loss makes 
me think that such a disorder was not likely. I 
think I can also more or less rule out disorders of the 
upper portions of the abdomen — liver, pancreas, 
gall bladder, stomach and so forth. The symptoms 
and history point toward the pelvis. 

Consideration of the diseases of the pelvic organs 
should be confined to the genital tract, as the ab- 
sence of urinary symptoms and the presence of a 
normal urine are not consistent with bladder disease. 
A ruptured ectopic pregnancy is a_ possibility, 
despite an apparently normal period three weeks 
before the first symptom and two previous normal 
pregnancies. However, the absence of a palpable 
mass, the x-ray films showing fluid in the abdomen 
and the lack of signs of severe hemorrhage are in- 
consistent with a typical ectopic pregnancy. A 
twisted uterine fibroid must be considered. It 
would give the pain, the local tenderness and the 
leukocytosis, but it too would scarcely have caused 
ascites and should have been readily palpable. The 
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patient was a thin woman, — she weighed only 103 
pounds, — and it ought to have been easy to per- 
form the abdominal and pelvic examinations. Acute 
salpingitis or the rupture of a pyosalpinx should 
have given a long history of discomfort, should have 
been accompanied by fever and would fail to explain 
the abdominal swelling of several months’ duration. 
Acute endometritis without a history of instrumen- 
tation is unlikely. A twisted ovarian pedicle on 
the left is a possibility but does not account for the 
ascites. A twisted endometrioma of the ovary is 
possible, but she had no history of dysmenorrhea. 
Malignant tumors would probably have caused some 
systemic changes and should have been palpable 
if they had been large enough to have produced 
ascites. 

There is one pelvic disorder, however, which 
would fit this woman’s history. If she had a slowly 
growing ovarian cyst on the left, she would have 
noted an increase in girth as it became sizable. The 
menses would have remained regular if it were a 
simple cyst that produced no hormonal secretion. 

y, then, was the cyst not palpable on examina- 
tion in so thin a woman? This question could be 
answered if the cyst had ruptured prior to entry. 
There was a history of severe pain after examina- 
tion in the physician’s office. Rupture without 
untwisting of the pedicle would have failed to re- 
lieve the pain, would have accounted for the fluid 
seen on x-ray examination and would have ex- 
plained the lower-abdominal and vault tenderness 
on palpation of the cervix. 

I conclude, therefore, that she had a twisted left- 
ovarian pedicle and a ruptured cyst of the ovary. 

Dr. Benjamin CastLeEMAN: Dr. Davis, would 
you tell us the opinion on the ward? 

Dr. James M. Davis: We saw this patient when 
she was first admitted to the Emergency Ward, 
and our impression was much the same as Dr. 
Soutter’s — that it was a twisted ovarian cyst. 

I do not think that in the history enough emphasis 
was placed on the fact that she had a great deal of 
voluntary spasm, which made palpation extremely 
unsatisfactory. We believed that the fact that we 
did not feel a cyst certainly did not rule it out, be- 
cause of the difficulty of examination. With that 
diagnosis she was taken to the operating room 
within an hour or so of the time of admission. 


Curnicat Diacnosis 

?Twisted ovarian cyst. 

Dr. Soutrer’s D1acnoses 
Twisted pedicle of left ovary. 
Ruptured ovarian cyst. 

ANATOMICAL D1acGnosis 

Ruptured cornual pregnancy. 

PaTHoLocicaL Discussion 
Dr. Davis: Ether examination disclosed the 


uterus to be enlarged about two or three times. 
There was a mass in the region of the left cornu 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


583 


that was thought to be separate from the fundus. 
Exploration was carried out, revealing an orange- 
sized mass in the region of the left cornu that was 
not separate from the uterus but actually attached 
to it and proved to be an ectopic pregnancy in the 
interstitial portion of the left tube. The tube had 
ruptured over an area about 4 cm. in diameter. 
There was some old blood in the abdomen and also 
new blood, which was mostly localized in the pelvis 
and cul-de-sac. During the course of the operation 
a fetus considered to be approximately 3 to 4 months 
of age was delivered through the rent in the cornu. 
It was believed that the uterus had been so badly 
damaged by this that hysterectomy was indicated; 
that is the operation that was performed 

Dr. CastTLemMAn: The specimen showed a rent in 
the cornu of the uterus, with extension into the tube 
as well. The fetus measured 9 cm. from crown to 
rump and was of about 3 months’ gestation. We 
were unable to find anything that we could be sure 
was a chronic salpingitis in other parts of the tube. 
It is quite possible that she did have what is called 
salpingitis isthmica nodosa, which predisposes to 
the development of a tubal pregnancy. The evidence 
for it may have been obscured by the superimposed 
pregnancy. The etiology of this nodular condition, 
which is often found at the cornual end of the tube, 
is believed to be inflammatory, hence its name — 
salpingitis. More recently the idea that this is 
diverticulosis of the tube' or penetration of the 
tubal epithelium into the muscularis similar to 
adenomyosis of the uterus” has been rai 

Dr. Soutter: Aside from being extremely in- 
teresting, I think this case shows how very valuable 
an ether examination is in making a diagnosis. The 
physicians in charge of the patient apparently had 
the same impression that I had until they performed 
the pelvic examination under adequate relaxation. 
From the clinical point of view, it is well worth em- 
phasizing the necessity of examining a patient under 
an anesthetic if an office or ward examination is 
unsatisfactory. 

A Puysician: Was the menstrual history re- 
viewed after operation? 

Dr. Davis: It was. The period four weeks prior 
to admission was again said to have been entirely 
normal. 

Dr. Castieman: How much blood was found in 
the abdomen? 

Dr. Davis: About a liter; some was old and some 
was fresh. I would not be surprised if she had been 
bleeding from the time of the examination in the 
physician’s office, with considerably more bleed- 
ing brought on by the examination we made just 
before she was operated on. 
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PROBLEMS IN PUBLISHING 


Durinc the thirty years of the Massachusetts 
Medical Society’s ownership of the Journal, its cir- 
culation has shown practically a fivefold increase. 
This means that in addition to the over 6000 fellows 
of the Society who receive their Journal each week 
and the 400-odd members of the New Hampshire 
Medical Society who receive one issue each month, 
there are some 18,500 independent subscribers. 

This, of course, is a gratifying situation but one 
that nevertheless presents its special problems. In- 
stead of carrying only the responsibility of publish- 
ing at monthly intervals an official state-society 
organ of great local usefulness but of limited circula- 
tion, the Committee on Publications and the editors 
of the Journal are committed to the conduct of a 
business of some magnitude that must obviously 
pay its own way. 
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It is only fair to say that during one inflationary 
period and well into the next,— and through a 
major financial depression, — the Journal has been 
able to conduct the independent part of its business 
in a businesslike manner. It has even been able to 
serve its student subscribers, whose numbers rose 
this year to over 5000, at a subscription rate that 
was more than $2.00 below the cost of delivery. 

Such a rate unfortunately cannot continue in 
the face of rising costs, as was indicated in the 
editorial on this subject published in last week’s 
Journal, in which was announced a compromise 
of a $5.00 rate that would continue for the first 
postgraduate year. 

The rise in production costs constitutes today a 
very real problem — one that has already torced 
more than one publication to the wall. For this 
journal, the increase of 10 per cent in printing and 
mailing costs that has occurred during the year 
represents a probable annual increase in cost of 
production of $14,000; an increase of approximately 
28 per cent in the cost of paper represents another 
$14,000. Nor are these the only increases that must 
be met. 

The Journal, with its very considerable income 
from advertisements, can continue to carry on its 
independent circulation without loss, even with a 
special student rate. It is apparent, however, that 
its proprietors, the members of the Massachusetts 
Medical Society, must soon be asked to allocate from 
their dues each year a sum that more nearly repre- 
sents the cost of their subscriptions than does the 
half-price that has been paid for the last two years. 
This cost was $6.13 per annual subscription in 1950, 
of which the members were asked to pay and gladly 
did pay $3.00 — about a dollar less than the high- 
est assessment in the past. 


But “all things are changing, and we must hound 
with them.” 


THE DANGEROUS AGE 


Wirtn the coming of fall another season of foot- 
ball begins. Much has been spoken and written, — 
and that heatedly,—on the benefits and on the 
dangers of this “manly sport.” If this game were 
in fact played by men, in the true anatomic and 
developmental sense of the word, many of the argu- 
ments about its dangers would be obviated. Physi- 
cians, however, even leaving aside for the moment 
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the possible effects of “overemphasis” on the psyche 
of the adolescent, should be more articulate about 
the actual increased physical dangers that are in- 
herent in the playing of this game by boys who are 
still in the growing age — and growing should not 
be regarded as confined to height alone. 

Elsewhere in this issue of the Journal is an article 
by Leavitt on traumatic separation of the lower 
epiphysis of the femur sustained by football players 
of the precollege age. Admittedly, this injury is 
rare, but it may result in serious and lasting dis- 
ability. 

Injury to athletes of college age, whether they be 
in the last year of high school or actually in college, 
are now receiving more effective treatment than ever 
before, and with this better care improved preven- 
tive measures are being used, such as the protective 
strapping of knee joints and ankles. 

The sad part of the story is that the age when 
bone and joint injury may be more serious, not only 
in the immediate nature of the injury but also as 
regards later functional results, — this dangerous 
age of fourteen to eighteen years, — is also the age 
at which the player is least likely to receive the 
necessary supervision, both for adequate treatment 
of injuries and for proper prevention and protection 
against them. Many a youth has been incapacitated 
for college football by such injuries, especially of the 
knee, sustained and inadequately treated during his 
precollege years. 

The bones at this age may have attained their 
adult length, but the epiphyses are not yet solid, and 
the joints lack the firm support of the more fully 
developed ligaments and muscles of a twenty-year- 
old youth. 

The bones and joints of a sixteen-year-old boy 
are comparable in development to those of a two- 
year-old colt. In addition, both boy and colt may 
exhibit a certain degree of inco-ordination; who has 
not noticed the efforts of his sixteen-year-old son to 
get out of the way of his own feet? These factors 
increase the likelihood of serious joint and bone 
injury at this age. 

No experienced racehorse trainer would think of 
running a two-year-old colt in a steeplechase or 
“jump race.” To do so would almost inevitably 
result in the animal’s “breaking down in his joints.” 
The joints of this growing animal simply will not 
stand the trauma of such a “sport.” Even if the 
colt does not sustain such a serious injury as a 
broken leg his “broken-down joints” will fail to 
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give him the necessary speed on the racetrack — 
even for flat racing. So far as the animal is con- 
cerned, a broken leg usually results in its being 
“destroyed,” and the trainer may have to look for 
another job. Such procedures are neither desirable 
nor feasible in the case of the young injured foot- 
ball player, although there are some who believe 
that the coach shouid be fired. 

It becomes obvious, however, for physiologic 
reasons, that there is greater danger in playing foot- 
ball during the age of growth than there is at a 
slightly more advanced age. The medical profes- 
sion should more effectively point out these dangers 
and the reasons that they exist, particularly since 
supervision and protection of the younger player are 
generally inadequate. Not to do so is to invite 
injury that may have serious and lasting conse- 
quences. 

The reference to the racehorse recalls the heated 
campaign conducted by one of our leading humorous 
weeklies during the first decade of this century. It 
had to do with certain abuses of the horse, — both 
the work horse and the carriage horse, in that 
era. The arguments presented by this periodical 
were in the main fallacious, but its battle cry and 
slogan remains in the memory: “If it’s good for a 
horse, why not for a man?” 


THE TRAINING OF NURSES 


Tue shortage of nurses is a matter of concern to 
every physician and every hospital. In the last few 
months two studies of this shortage have been made, 
one by the Interdepartmental Health Council of 
New York State through its advisory committee 
on nursing service and the other by a subcommittee 
of the Committee on Public Health Relations of the 
Academy of Medicine in New York City. A recent 
report* of the latter committee reviews the findings 
of the council and the subcommittee and provides 
worth-while reading, especially for physicians con- 
nected with training schools for nurses. 

The council proposes: diploma nurses (two years’ 
training), college-degree nurses (a four-year course 
with eligibility for graduate training),, “nursing 
aides,” high-school diploma as a requirement for 
nursing, transfer of basic training to academic in- 
stitutions, governmental subsidies and omission of 
the twenty-year age limit as a requirement for a 


Roetione. 


*Recommendations for action_to relieve —~_~ chose 
subcommittee on nursing of Committee on Publ 


Bull. New York Acad. Med. (Second Series) 27:577, ost, 


|_| 
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license, as well as various other lesser proposals. 
The committee points out that these are long-range 
proposals and makes certain suggestions to be con- 
sidered with such a program, namely: that the age 
of entering active nursing practice be reduced from 
twenty to eighteen years; that nurses not yet 
licensed by the state be permitted to serve as in- 
tern nurses, as physicians are now permitted to 
serve as interns before being licensed; that the 
training of practical nurses be continued; that can- 
didates for nurse training need not be high-school 
graduates; that plans be made for all nursing instruc- 
tion to be completed in two years so that an “intern- 
ship” may be possible in the third year or that the 
two-year course may be considered sufficient for 
certain types of nurses; and that further efforts be 
made toward stimulation of nurse recruitment. 

Although the commissioner of education of New 
York must make the final decision, it seems ob- 
vious that in view of the present shortage of nurses 
there must be some adjustments of the training pro- 
grams for nurses to furnish somewhat different 
planes of nursing service from those offered at the 
present time. 

There has been much discussion. The urgency is 
great. The time may be limited. The authorities 
should consider well, decide quickly and start the 
program promptly. 


Surgeon Kane, of the recently returned Arctic 
Expedition, saw a Dane, in the Polar latitudes, 
over 70 years old, who has passed 55 years of his 
life north of 73 degrees, and has lived exclusively 
on animal food the whole period; never having 
once seen a vegetable in the fifty-five years. 

Boston M. & S. J., October 15, 1851 


MASSACHUSETTS MEDICAL SOCIETY 


INDUSTRIAL HEALTH CONFERENCE 


Invitations have been extended to all physicians, 
industrial nurses and representatives of labor, 
management and the insurance industry to take 
active part in the Industrial Health Conference to 
be held October 17 at the Hotel Bradford, under the 
auspices of the Massachusetts Medical Society’s 
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Committee on. Industrial Health (Dr. Henry C. 
Marble, chairman). 

The conference will begin at 2:00 p.m., with a 
panel on employment of the physically handicapped 
and the older worker. Panel members will discuss 
specifically the elderly worker, orthopedic handicaps 
and placement problems from the points of view of 
insurance underwriters, personnel directors, manage- 
ment and others. 

The second panel, beginning at 3:30 p.m., will 
consider a subject that is relatively new to indus- 
trial health conferences but of increasing impor- 
tance — the use of radiation and radioisotopes in 
industry. Panel members will include a roentgen- 
ologist, an engineer, industrial physicians, an x-ray- 
installation authority and a management represen- 
tative of a commercial firm with special experience 
in the use of radioactive substances. 

After cocktails at 5:30 p.m. and dinner at 6:00 
p-m., résumés and discussions of the two panels will 
be presented and a talk of interest to management, 
labor and industrial physicians will be featured. 

There is no registration fee. 


APPLICANTS FOR FELLOWSHIP 


PusuiisHep ACCORDANCE wITH THE Provisions oF 
Cuapter V, Section 2, or tue By-Laws 
BARNSTABLE 


Cauus, Bernarp, Mole Road, 
College icians and Surgeons, Kansas ‘ . 
Sponsor: Dr. Frank Travers, Barnstable. ™ 


George C. Bourne, M.D 


227 Winter Street, Hyannis 


Barnes, Wittiam James, Monument Valley Road, Great 
Barrington. 
a University College of Physicians and Surgeons, 
Casuin, Jonn Carney, 6 Cherry Hill, Adams. 
McGill University, 1943. 
Larkin, Epmonp Peter, 150 West Main Street, North 
ams. 
Cornell University Medical C 1940. 
McCaargtey, Lynn Davin, Jr., 95 West Avenue, Great 
Barrington. 
University of Louisville School of Medicine, 1940. 
Porter, Georce Epwarp, 72 Brighton Avenue, Pittsfield... 
Georgetown University School of Medicine, 1945. 


Daniel N. Beers, M.D., Secretary 
74 North Street, Pittsfield 


Baistot Nort 
Benjamin, Bannarp Haro tp, 765 Newport Avenue, South 
Attleboro. 


Middlesex University School of Medicine, 1932. Sponsor: 
Dr. Isadore Altman, Church Street, North Attleboro. 
Kitey, Daniet J., 163 North Washington Street, North 


ttleboro. 
Tufts College Medical School, 1912. 

Logs, Hersert, 159 North Washington Street, North 
University of Munich, Ge 1930. Sponsor: Dr. Carl 
niversity unich, rmany, . Lar 

De Prizio, 21 Park Street, Attleboro. 
wi Allen Bryer, Jr., M.D., Secretary 
170 North Washington Street, South Attleboro 
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Bristo.t 


Crocker, Jane Ann, Nonquitt. 

Boston University School of Medicine, 1948. 

D’Errico, Francis Joun, 125 Showomet Avenue, Somerset. 
Georgetown University School of Medicine, 1945. 

Gaary, Arvin E., 58 Fourth Street, Fall River. 

Hahnemann Medica! College, 1947. 

Lauris, Steven GeorGe, 790A Brock Avenue, New Bedford. 
Mid-West Medical College, 1937. Sponsor: Dr. Joseph 
Sciuto, 26 Grove Street, New Bedford. 

Micuaup, J. Evvery, 645 High Street, Fall River. 

getown University School of Medicine, 1946. 

Moore, Georce Ricnarp, 121 Foley Avenue, Somerset. 
Middlesex University School of Medicine, 1936. Sponsor: 
Dr. John C. Corrigan, 465 Walnut Street, Fall River. 

Potrer, Wittiam Eimer, Marvel Street, Swansea. 
Mid-West Medical College, 1939. Sponsor: Dr. Earle F. 
Hussey, 489 Walnut Street, Fall River. 

Scneinman, Sypney, 522 Bedford Street, New Bedford. 
Middlesex University School of Medicine, 1936. Spon 
Dr. Herschel Heinz, 23 Maple Street, New Bedford. 

Scuwartz, Wii.iam, 240 Second Street, Fall River. 
College of Physicians and Surgeons, Boston, 1934. Sponsor: 
Dr. Benjamin Leavitt, 857 No. Main Street, Fall River. 

pana. Maxvet L. S., 1106 Main Road, Tiverton, Rhode 

sland. 
Middlesex University School of Medicine, 1934. Sponsor: 
Dr. Owen L. Eagan, 228 Franklin Street, Fall River. 
James E. Fell, M.D., Secretary 
173 Purchase Street, Fall River 


Essex Nortu 


_—— Henry Georce, Jr., 122 Lakeview Avenue, 
averhill. 
Tufts College Medical School, 1943. 
Cuarut, Cuarrces Dupre, 106 Gardner Street, Groveland. 
University of oes School of Medicine, 1944. 
Heseart, Syivio J., 384 South Broadway, Lawrence. 
College of Physicians and Surgeons, Boston, 1943. Sponsor: 
Dr. H. Frank McCarthy, 10 Amesbury Street, Lawrence. 
McNamara, Aprian Ciement, 181 Winthrop Road, Brook- 


line. 
Tufts College Medical School, 1946. 
Nani, Frep Josern, Stillwater Manor, Pond Street, 
Methuen. 
Tufts College Medical School, 1950. 
David W. Wallwork, M.D., Secretary 
5 Third Street, North Andover 


sor: 


Essex Soutu 
Haanes, Mary Liewetta Turner, 9 Atlantic Avenue, 


erly. 
University of Pennsylvania School of Medicine, 1948. 
Haanes, Merce Arnrt, 9 Atlantic Avenue, Beverly. 
University of Michigan Medical School, 1945. 
Miuis, Hersert Francis, 257 Broadway, Lynn. 
College of Physicians and Surgeons, Boston, 1941. Sponsor: 
Dr. Maurice T. Briggs, 7 Lynn Shore Drive, Lynn. 
Suus, Wittiam Eaart, 124 Ocean Street, Lynn. 
Middlesex University School of Medicine, 1938. Sponsor: 
Dr. Alexander L. Vance, 16 Atlantic Street, Lynn. 
Want, James Ricnarp, 14 Lewis Street, Lynn. 
Harvard Medical School, 1944. 


. Henry D. Stebbins, M.D., Secretary 
3 342 Essex Street, Salem 


FRANKLIN 
Cownie, Doucias Heron, Eaglebrook School, Deerfield. 
McGill University Faculty a Medicine, 1944. 


Milton M. Sisson, M.D., Secretary 
31 Federal Street, Greenfield 


HamppENn 


Bronos, Georce Joun, 310 Maple Street, Holyoke. 
Long Island College of Medicine, 1945. 
Carpenter, Ropert Joun, 17 Palmyra Street, Spring- 


field. 
Hahnemann Medical College, 1946. 
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Davip, Leo Josern, 419 Sumner Avenue, Springfield. 
Medical College of Berlin, 1919. Sponsor: Dr. Alfred M. 
Glickman, 95 State Street, Springfield. 

Haruay, Harry, 13 Whitman Street, Willimansett. 

College of Physicians and Surgeons, Boston, 1944. Spon- 
sor: Dr. Leo Bernier, 332 Main Street, Holyoke. 

HARrTSHORN, WuiTELaw 63 Eleanor Road, 

Springfield. 
Tufts College Medical School, 1943. 

Horr, Irvine, 47 Belvidere Avenue, Holyoke. 
New York University College of Medicine, 1945. 

Kiar, J. Josern, 56 Roseland Terrace, Longmeadow. 

College of yee and Surgeons, Boston, 1935. Sponsor: 

Dr. A. F. G. Edgelow, 76 Maple Street, Springfield. 

La Marcue, Rosert N., Massachusetts H 


Canton. 
Tufts College Medical School, 1945. 
Parent, Leste M., 62 Oakland Street, West Springfield. 
University of Minnesota Medical School, 1948. 
Quinn, Jonn James, 94 Maple Street, East Longmeadow. 
Boston University Schoo! of Medicine, 1950. 
Sicspee, Joun Paut, 24 Springfield Street, Wilbraham. 
Boston University School of Medicine, 1950 
Sumner, Georce Rosinson, 76 Mercury Court, West 
Springfield. 
University of Pennsylvania School of Medicine, 1945. 
1EDMAN, Emanvet, 371 Dickinson Street, Springfield. 
University of Vermont College of Medicine, 1950. 
Allen G. Rice, M.D., Secretary 
33 School Street, Springfield 


ospital School, 


Hampsuire 
Crowe, Tuomas Josern, 119 Prospect Avenue, Northamp- 
ton 


Syracuse University College of Medicine, 1941. 
Moreau, Leo Ausert, 334 Lincoln Avenue, Amherst. 
University of Vermont College of Medicine, 1950. 
Tesster, Rotann Norman, 164 North Street, Ware. 
Yale University School of Medicine, 1943. 
Joseph R. Hobbs, M.D., Secretary 
Main Street, Williamsburg 


Mipp.iesex East 
Desrorces, Gerarp, 49 Lake Avenue, Melrose. 
Tufts College Medical School, 1945. 
Jones, Oakey R., 46 Holland Road, Melrose. 
Tufts College Medical School, 1948. 
Rittennouse, Harvey Louis, New England Sanitarium and 
Hospital, Melrose. 
College of Medical Evangelists, 1943. 
William F. Hickey, Jr.. M.D., Secretary 
15 Die Street Winchester 


Mippiesex Nortu 

G raves, Lester Locke, Jr., 13 Park Street, Pepperell. 
College of Physicians and Surgeons, Kansas City, 
Sponsor: Dr. Charles T. Porter, East Pepperell. 

Harvey, Henry Stimson, King Street, Littleton. 
Harvard Medical School, 1949. 

Strost, Vernon Epwarp, 102 Beacon Street, Lowell. 
eae University College of Physicians and Surgeons, 


Philip G. Berman, M.D., Secreta 
174 Central Street, Lowell 


Mipp.esex 
Arico, Joseru Frepericx, 98 Common Street, Watertown. 
Boston University School of Medicine, 1945. 
Cuester, Crarence Lucian, 30 Grant Avenue, Watertown. 
University of Vermont College of Medicine, 1940 
Crayton, Mack Louts, 31 Charlesbank Road, Newton. 
Capa University College of Physicians and Surgeons, 


1942. 


1945. 
p’Autremont, Cuester Concpon, 87 Rutledge Road, 


mont. 
Harvard Medical Schoo!, 1944. 

Detmonico, Peter ALexanper, 43 Cross Street, Belmont. 
College of Physicians and Surgeons, Kansas City, 1943. 
peers A. Blacklow, 100 Leonard Street, 

mont. 
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Giovanni Pietro, 1860 Beacon Street, Newton. 
University of Pisa, Italy, 1926. Sponsor: Dr. Angelo J. 
Capone, 424 Broadway, Somerville. 

Hatcenseck, Dorr Foster, Jr., 1075 Pleasant Street, 

Waverley. 
Northwestern University Medical School, 1944. 

Hartney, James B., 47-7 Summer Street, Waltham. 

Stritch School of Medicine of Loyola University, 1945. 

Hovenanian, Micnaet Simon, 97 Jackson Street, Cambridge. 

ton University School of Medicine, 1940. 

Kowatsk1, Henry Joun, 17 Malvern Terrace, Auburndale. 
University of Michigan Medical School, 1944. 

Fite, Jr., 15 Hawthorne Avenue, Auburn- 

ale. 
Vanderbilt University Schoo! of Medicine, 1942. _ 

Scuiesincer, Harriet, 424 Walnut Street, Newtonville. 
Tufts College Medical School, 1941. 

Scuutman, Joun, Jr., 41 Bailey Avenue, Watertown. 
University of Pennsylvania chool of Medicine, 1946. 
Daniet Davin, 34 Larch Circle, Belmont. 
Middlesex University, 1943. Sponsor: Dr. Max Ritvo, 
66 Waban Hill Road, Chestnut Hill. 

Stein, Haron, 76 Broadway, Arlington. 
Syracuse University College of Medicine, 

Steinperc, Lester Aten, 21 Ivanhoe 
Hahnemann Medical College, 1945. 

Taymor, Metvin Lester, 43 Holden Road, West Newton. 
Tufts College Medical School, 1943. 

Westin, Georce Witsur, 287 Chestnut Street, West 

Newton. 
— of Rochester School of Medicine and Dentistry, 


Alexander A. Levi, M.D., Secretary 
481 Beacon Street, Boston 


1948. 
Street, Newton. 


Mippiesex West 


East, Frank A., Jr., 56 Walnut Street, Natick. 
Boston University School of Medicine, 1946. 

Haptey, Carmer, 94 Millwood Street, Framingham. 
Harvard Medical School, 1943. 

RatcuirFe, Joun Watpo, 64 Maple‘Street, Framingham. 
Harvard Medical School, 1945. 


ohn J. , M.D., Secretary 
West Main Street, Marlboro 
NorFo.k 


Caskey, Water Hicsee, 520 South Street, Needham. 
Harvard Medical School, 1946. 

Crotty, Brenpan Forrest, Meeting House Road, Canton. 
Tufts College Medical School, 1944. 

Dart, Ricuarp Matcoum, 17 Fernald Terrace, Dorchester. 

ton University School of Medicine, 1947. 

Doonan, James Micnaet, 468 Columbia Road, Dorchester. 
‘Tufts College Medical School, 1944. 

Fisner, Hersert Davin, 424 Centre Street, Jamaica Plain. 
Middlesex University School of Medicine, 1945. Sponsor: 
Dr. Saul Marcus, 520 Beacon Street, Boston. 

Luioyp, Jr., 58 Thornton Road, Chestnut 

1 


Harvard Medical School, 1943. 

Gaens.er, Epwarp Arnotp, 249 River Street, Mattapan. 
Harvard Medical School, 1945. 

Hayes, Rosert Davin, 9 Westbourne Street, Milton. 
Boston University School of Medicine, 1945 

Horne, Hersert Warren, Jr., Millwood Street, Framing- 

ham Centre. 

oa University College of Physicians and Surgeons, 


Romney, Seymour Leonarp, 130 Willard Road, Brookline, 
New York University we of Medicine, 1942. 

Rupin, Maurice Israet (Wittiam), 159 South Street, 

Jamaica Plain. 

Middlesex University School of Medicine, 1942. Sponsor: 
Dr. Saul Marcus, 520 Beacon Street, Boston. 

Sexton, Lioyp Irvinc, 54 Wachusett Road, Needham. 

ton University School of Medicine, 1943. 

StatuaM, Davin Livincstone, 24 Meadow Road, Sharon. 

Boston University School of Medicine, 1945. 
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Norro.x Soutu 


Fentin, Evwarp, 3 Lunt Street, Quincy. 
Middlesex University School of Medicine, 1932. Sponsor: 
Dr. Isadore Schwartz, 1079 Hancock Street, Quincy. 
Frankman, 736 Hancock Street, Wollaston. 
College of Physicians and Surgeons, St. Louis, 1921. 
+ sry Dr. Charles T. Berger, 867 Hancock Street, 
incy. 
Joseru, 39 Whitney Road, Quincy. 
Middlesex University School of Medicine, 1944. Sponsor: 
Dr. John M. McGowan, 13 President’s Lane, Quincy. 
Hoe.ze., Norman Rusuwortn, 60 Thaxter Street, Hingham. 
Tufts College Medical School, 1943. 
Ripper, Wiit1aM Paut, 1975 Dorchester Avenue, Dorchester. 
Harvard Medical School, 1943 
Wout, Westey Georce, Jr., 459 Essex Street, Wey mouth. 
Boston University School of Medicine, 1950. 
Ebenezer M.D., Secretary 
orfolk County Hospital 
South Braintree, Massachusetts 


PLymouTu 


Acnew, Currorp Ciark, 68 Cliff Street, Ply mouth. 
University of Vermont College of Medicine, 1941. 
Goutpen, Josern Francis, Jr., 24 North Paul Street, 
Tufts College Medical School, 1950. 
Kirsy, Francis Atoysius, Jr., 286 Moraine Street, Brockton. 
Harvard Medical School, 1944. 
Soras, Georce James, 106 Moraine Street, Brockton. 
Tufts College Medical School, 1944. 
Samuel Gale, M.D., Secretary 
12 Cottage Street, Brockton 


SuFFOoLk 


Catiow, Atian Dana, 154 Beach Street, Revere. 
Harvard Medical School, 1942. 

Cook, Cuartes Davenport, 121A Brattle Street, Cambridge. 
Harvard Medical School, 1944. 

Fercuson, Apert Barnett, Jr., 14 Bertwell Road, Lex- 

ington. 

Harvard Medical School, 1943. 

Gatutson, Davis Tuayver, Jr., 212 Quinobequin Road, 


Waban. 
Tufts College Medical School, 1947. 
GIAMMALVO, JosEPH THEOPHANE, 
Tufts College Medical School, 1945. 
Hammonp, Georce, 18 Springdale Avenue, Wellesley Hills. 
University of Michigan Medical School, 1932. 
Herscurus, Jecuiet Aaron, 370 Commonwealth Avenue, 


Boston. 
University of Wisconsin Medical School, 1944. 
Hincuey, Tuomas Pup 30 La Salle Road, 
Needham Heights. 
Tufts College Medical School, 1945. 
Forses, 76 Spring Street, Pawtucket, Rhode 
sland. 
Harvard Medical School, 1948. 
moras Wa ter Lyaut, Jr., 55 Monmouth Street, Brook- 
ine. ~ 
Tulane University of Louisiana School of Medicine, 1946. 
Jones, Henry Watrer, Jr., 1775 Beacon Street, Waban. 
Harvard Medical School, 1945. 
Kane, Cuartes Artuur, 627 Main Street, Wakefield. 
Harvard Medical School, 1943. 
Lorenz, Maria, Longwood Towers, Brookline. 
Northwestern University Medical School, 1943. 
Lowe tt, James Drennan, 4 Burgess Road, Worcester. 
Harvard Medical School, 1946. 
MacMiitan, Hannan Jane Coox, 25 Maple Avenue, 
Newton. 
University of Cincinnati College of Medicine, 1943. 
Dimock Street, ton. 
Tufts College Medical School, 1948. 
Pautsen, Georce Artuur, 86 East Newton Street, Boston. 
Tufts College Medical School, 1946. 
Point, Watter Warren, III, 22 Radcliffe Road, Belmont. 
Harvard Medical School, 1945. 
SarnorF, STANLEY Jay, 222 Marlboro Street, Boston. 
Johns Hopkins University School of Medicine, 1942. 


19 Violante Street, 
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Smitn, Evcene, 82 River Place, Dedham. 
Yale University School of Medicine, 1944. 
Stock, Ma.vina, 46 Chiswick Road, Brighton. 
University of Lausanne, Switzerland, 1939. Sponsor: Dr. 
Alvin M. Cahan, 276 Commonwealth Avenue, Boston. 
Street, Russert Barper, 70 Gerry Road, Chestnut Hill. 
University of Maryland School of Medicine, 1945. 
Winston, Ross, 75 Outlook Drive, Lexington. 
University of Lausanne, Switzerland, 1941. Sponsor: Dr. 
Karl Kasparian, 395 Commonwealth Avenue, ton. 


Charles G. Shedd, M.D., Secretary 
1180 Beacon Street, Brookline 


WoRCESTER 


Aspen, Ricnarp Watton South Street, Barre. 
Tufts College Medical School, 1948. 
Bounakes, Georce James, 12 Adams Street, North Brook- 


eld. 

Tufts College Medical School, 1943. 

Brass, Bernarp, 394 Shirley Street, Winthrop. 

College of Physicians and Surgeons, Boston, 1935. Spon- 
sor: Dr. William Charles Inman, Grafton State Hospital, 
North Grafton. 

Divomenico, Victor 42 Tirrell Street, Worcester. 

Harvard Medical 950. 

Dwver, Joun, 19 Fairfield Avenue, Holyoke. 

Tufts College Medical School, 1950. 

Fite, Franxun K., 37 Holman Street, Shrewsbury. 

Harvard Medical School, 1940. 

Gate, Paizip R., Westboro State Hospital, Westboro. 

New York Medical College, 1946. 

Haatson, Ropert Cuarzes, 12 Prudential Road, Worcester. 

McGill University Faculty of Medicine, 1943. 

Luce, Rateun Atwoop, Jr., Worcester State Hospital, 
Worcester. 

Tufts College Medical School, 1948. 

Murpuy, Joseru Gouca, 193 Lovell Street, Worcester. 

Tufts College Medical School, 1946. 

Suerer, Josernu Forest, 162 Institute Road, Worcester. 

Tufts College Medical School, 

Tornow, Wittarp 265 Belmont Street, Worcester. 

University of Buffalo Schoo! of Medicine, 1946. 


Edward Budnitz, M.D., Secretary 
57 Cedar Street, Worcester 


Worcester Nortu 


Cummincs, Joun Muicnagr, Jr., 29 Pleasant Street, 
minster. 
Tufts College Medical School, 1947. 
mour I. Natha M.D., Secretary 
882 Main Fitchbury 


DEATHS 


Carr — Gladys L. Carr, M.D., of Hempstead, New York 
formerly of Chelsea, Massachusetts), died on September 14. 
he was in her seventy-first year. 

Dr. Carr received her degree from Tufts College Medical 
School in 1906. She organized the X-Ray Department at the 
Burnett Sanitarium, Fresno, California, and later became 
adiologist at the Finley Hospital, Dubuque, lowa. She also 
organized the radiology departments at Staten Island Hos- 
pital and Meadowbrook Hospital, Hempstead. She was a 
member of the American College of Radiology and a fellow 
of the American Medical Association. 


Creamer — William H. Creamer, M.D., of Fail River, 
died on September 1. He was in his sixty-ninth year. 

Dr. Creamer received his degree from Harvard Medical 
School in 1911. He was a fellow of the American College of 
Surgeons and the American Medical iation. 

_ His widow, a son, two daughters, two brothers and three 
sisters survive. 


Cunnincuam — Thomas E. Cunningham, M.D., of Cam- 
bridge, died on September 11. He was in his sixty-ninth year. 

Dr. te received his degree from Harvard Medical 
School in 1910. He was a fellow of the American Medical 
Association. 

His widow and two sons survive. 
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MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 
COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR AUGUST, 1951 
Résumé 


Aucust 


Aveust Seven-Year 
1951 1950 MEDIAN 


te 
Dysentery, bacillary .......... 


Lymphogranulonmia venereum 
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itis, Pfeiffer-bacillus 
gitis, pneumococcal . 


i 


8, staphylococcal ..__.. 
i 8, streptococcal 
itis, undetermined 


mo 
Scarle 
Syphi 
uberculosis, pulmonary 
other forms 


The diseases notably above the seven-year median for 
ry are German measles, measles and mumps. Some cases 
of the first two may have really been the confusing exanthem, 
prevalent during the month. 

Diseases below the seven-year median for the month are 
diphtheria, bacillary dysentery, salmonellosis, scarlet fever, 
typhoid fever, undulant fever and whooping cough. 

he seven cases of diphtheria are the second lowest number 
soqarees for this month in the past seven years. 
e number of cases of mumps is the second highest ever 
r ted for this month in Massachusetts. 
he 94 cases of poliomyelitis for August, though represent- 
ing a slight increase over the previous month, is below the 
1950 figure of 97 cases and the 1949 figure of 719 cases. 

The number of cases of scarlet fever is the lowest incidence 
of the disease noted in our records for this month. 

The two cases of typhoid fever represent the lowest inci- 
dence of the disease reported for the month of August in this 
state. 


Geocrapuicat Distaisution of Certain Diseases 


Actinomycosis was reported from: Everett, 1; total, |. 

Diphtheria was re from: Boston, 1; Cambridge, 2; 
Foxboro, 1; Rehoboth, 1; Revere, 1; Wilmington, 1; total, 7. 

D egaeery, bacillary, was reported from: Waltham, 2; 
total, 2. 

Encephalitis, infectious, was reported from: Chicopee, 1; 
Lynn, f. Newton, 1; Waltham, 1; t 4. 

Hepatitis, infectious, was re rom: Boston, 1; Fall 
River, 2; Haverhill, 1; Somervi , 1; Sturbridge, 1; Winthrop, 
1; Wrentham, 2; total, 9. 

choriomeningitis was reported from: Lowell, 
; total, 1. 

Meningitis, menin al, was reported from: Boston, 1; 
merville, 1; total, 

Meningitis, Pfeiffer-bacillus, was reported from: Cam- 

idge, 1; Wrentham, 1; total, 2. 

eningitis, was reported from: North- 
ge, 1; t 

7 gi streptococcal, was reported from: Worcester, 1; 


eningitis, mumps, was reported from: Taunton, 1; 


eningitis, undetermined, was reported from: Boston, 1; 
River, 1; Needham, 1; Worcester, 1; total, 4. 
Poliomyelitis was reported from: Abington, 1; Auburn, 1; 
mont, 1; Billerica, 1; Boston, 6; Braintree, 1; Bridgewater, 
; Brockton, 2; Cambridge, 3; Canton, 1; Chelsea, 1; Cheshire, 
; Chi , 2; Clinton, 1; Concord, 1; Duxbury, 1; Everett, 
Fall River, 1; Falmouth, 1; Framingham, 2; Grafton, 3; 


589 
1335 1025 
; 
63 49 
260 334 
Meningitis, meningococcal... ... ; 5 
Menin cal 4 2 
Menin 
Meni 
Meni 
Menin 
Mumps ................ 
Poliomyelitis ................. 
Undulant fever ............... 
Whooping cough ......... 
CoMMENT 
tota 
l 
l 


5; Hardwick, 1; Haverhill, 3; Holbrook, 1; 

Holyoke, 3; Leominster, 5; Lexington, 1; Lynn, 5; Malden, 1; 
Marblehead, 1; Marlboro, 1; Melrose, 1; New Bedford, 1; 
Newton, 1; Northbridge, 3; Norton, 1; Peabody, 2; Plymouth, 
2; Swe 2; Revere, 1; Salem, 4; Somerville, 1; Taunton, 1; 
Wakefield, 1; Waltham, 1; Watertown, 2; Wellesley, 2; 
Jeymouth, 2; Williamstown, 1; Worcester, 5; total, 94. 
Salmonellosis was reported from: Brookfield, 1; Brookline, 
1; Revere, 1; Somerville, 1; Topsfield, 1; total, 5. 
Septic sore throat was reported from: Adams, 2; Boston, 4; 
Greenfield, 1; Westford, 1; total, 8. 

Tetanus was reported from: Newton, 1; total, 1. 

Trichinosis was reported from: Salem, 1; Somerville, 1; 
Worcester, 1; total, 3. 

— fever was reported from: Lowell, 1; Malden, 1; 
total, 


2. 
CORRESPONDENCE 
AMERICAN MEDICAL ASSOCIATION EDUCATION 
FOUNDATION 


To the Editor: Having an interest in both medical educa- 
tion and the American Medical Association, I was concerned 
about the poor response from the doctors in regard to con- 
tributions to the American Medical Education Foundation 
(J. 4. M. A. 146:1329, 1951). ere are several explana- 
tions for this, but I think an important reason is that the 
urgency of this venture has not been brought to the at- 
tention of physicians and explained in sufficient detail. If 
doctors are going to continue to hold the privileged finan- 
cial position among the professions that they now enjoy, it is 
essential that they make a more specific contribution than 
they are now making. The delicate balance between privilege 
and responsibility is something that has to be realized in any 
society, for privilege wanes rapidly if the responsibility is 
not assumed. 
I don’t believe that Massachusetts distinguished itself, 
articularly in the number of contributions made to the 
ucation Foundation, since states like lowa and Colorado 
had three and four times the number of contributors. | 
think that perhaps the best wor to motivate the doctors is 
to present this problem repeatedly and forcibly at the county- 
medical-society meetings this coming year, and if necessary 
appoint a small committee in each society to contact per- 
sonally each member of the county medical society. It is 
only in this way that anything close to the required sum of 
ten to fifteen million dollars is going to be raised throughout 
the country, and I should be very happy to see Massachu- 
setts take a leading role. There is little doubt in my mind 
that there is a strong argument in favor of a sizable contribu- 
tion to this foundation when it is realized that the physician 
contributes only about 25 per cent of the cost of his four 
years of medical education. At present-day standards this 
amounts to a deficit, over a period of four years, of nearly 
ten thousand dollars. I think it might be fair to ask the doc- 
tors to contribute an average of about one half this amount 
during the course of their productive years. The remainder 
of the deficit will have to come from either industry or, pos- 
sibly, Federal funds. It is essential, however, for the doctors 
to take an active part in this aapengen problem of financing 
medical education. The value of such a program in regard to 
public relations is obvious. 
James H. Currens, M.D. 
Boston, Massachusetts 


BOOK REVIEW 
History of the New England Female Medical College 1848- 
1874. By Frederick C. Waite, M.D. 8°, cloth, 132 pp., with 
Vermont: Vermont Printing Company, 


Dr. Waite presents another in his series of histories of 
early medical schools. The New England Female Medical 
College, at Boston, was merged with Boston University in 
1874, to form the Boston University School of Medicine — 
a homeopathic school. The author details the history of the 
institution in three- and four-year periods from the formation 
of the college to its final merging with the university in 1874. 
Special chapters are devoted to the trustees, faculty and 
finances and to the curriculum, students and graduates. 
A number of appendixes list the charters, the directors and 
trustees, the faculty, graduates, non-graduates, dates of 
opening and closing, length of sessions and attendance. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Oct. 11, 1951 


There is a good index, and the publishing is excellent. 
This well-written book is a valuable addition to local medical 
history. 

James F. Bariarp 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be — as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 

itional ormation in regard to all listed books 
will be gladly furnished on request. 


Occupational Factors in the Aetiology of Gastric and Duodenal 
Ulcers: with an estimate of their incidence in the general pop- 
ulation. By Richard Doll, M.D., and F. Avery Jones, M.D. 
With the assistance of M. M. Buckatzsch. 8°, paper, 96 pp., 
with 54 tables. London: His Majesty’s Othe. 
1951. 2s. 6d. net. Privy Council. (Medical 

Council Special Report Series No. 276.) 


Die Tuberkulose der Haut: Klinik, Pathogenese, Stellung cur 
allgemeinen Tuberkulose, Bekampfung. Von Prof. 


Dr. med. Karl—-Wilhelm Kalkof, Direktor der Universitats- 


esearch 


hautklinik, Marburg. 8°, paper, 92 pp. Stuttgart: Geo 
Thieme, 1950. Rartealert Bxt 7:80. 
NOTICES 


MASSACHUSETTS GENERAL HOSPITAL WEDNES- 
DAY EVENING PEDIATRIC CONFERENCE 
The first Massachusetts General Hospital Wednesday 
Evening Pediatric Conference will be held on October 17 at 
7:15 p.m. in the White 3A Amphitheatre of the Massachu- 
setts —- Hospital. All interested physicians are invited 
to attend. 


MASSACHUSETTS ASSOCIATION OF MEDICAL 
TECHNOLOGISTS 


The semiannual meeting of the Massachusetts Association 
of Medical Technologists, Incorporated, will be held on 
October 20 at Stevenson’s Restaurant, North Dartmouth, 
8:00 a.m.-5:00 p.m. 

The speakers will be Dr. William Freeman, pathologist 
and secretary of the New England Blood Bank Association; 
Dr. Gordon D. Stokes, of the Truesdale Hospital, Fall River; 
Caraway, Ph.D., biochemist, Rhode Island 

ospital. 


BOSTON CITY HOSPITAL HOUSE OFFICERS’ 
ASSOCIATION 
The Boston City Hospital House Officers’ Association will 
resent another program in its Evening Lecture Scries on 
Tuesday evening, October 16, at 7:00 p.m., in the New 
Cheever Amphitheatre of the Dowling Building of Boston 
City Hospital. Dr. Alfred Gilman, professor of pharmacology, 
Columbia University College of Physicians and Surgeons, 
will speak on “The Renal Secretion of Potassium and Its 
Role in Potassium Homeostasis.” Discussers will be Dr. 
ne B. Strauss, Dr. Arnold S. Relman and Dr. Alexander 
af. 
All interested persons are invited to attend. * 


BETH ISRAEL HOSPITAL HOUSE OFFICERS’ 
COLLOQUIA 


The followin 


lectures will be given at the Beth Israel 
House Officers’ di 


olloquia in the auditorium at 8 p.m. 
ScHEDULE 
October 15. Practical Management of Intravenous Fluid 
Therapy — Dr. Allan Butler. 
October 22. Status of Prevention and Treatment of Rheu- 
matic Fever — Dr. Benedict Massell. 


October 29. Diabetic Coma — Dr. Howard Root. 
November 5. Trace Elements in Medicine — Dr. Bert 


allee. 
November 19. Treatment of Myocardial Infarction — Dr. 
Samuel ine. 


November 26. Antibiotic Therapy — Dr. Chester Keefer. 
(Notices concluded on page xxi) 
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